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Introduction
Introduction to the Portfolio
This portfolio contains a selection of the work submitted as part of the PsychD in 
Clinical Psychology at the University of Surrey. Work from each of the three years is 
included in the portfolio. Each piece has been chosen to give an indication of the 
breadth and depth of the work completed, and to highlight the range of different 
therapeutic models used to inform my thinking. The portfolio is divided into three 
sections. The first contains samples of academic work, the second contains a summary 
of the clinical work completed over the course of six placements and the third contains 
the research component. Work has been presented in the order that it was completed, 
which should enable the reader to detect a progression towards a more evaluative and 
critical approach to current research and to my own work and thought processes. 
Where confidential material is included, all identifiers of clients and other professionals 
have been altered or removed to respect client confidentiality.
Academic
Section
1
AMH Essay (Year 1)
Adult Mental Health Essay (Year 1)
Therapy outcome studies suggest that cognitively based interventions are more 
effective than behavioural interventions in treatment fo r anxiety disorders. Discuss in 
relation to panic disorder.
Panic disorder is characterised by the occurrence of unexpected and recurrent panic 
attacks. One of the attacks must be followed by at least one month of fear of having 
further attacks, or concern about the consequences of an attack. Common physical 
symptoms associated with panic attacks include breathlessness, dizziness, palpitations 
and sweating. These are often accompanied by the fear of dying, or going mad.
Panic disorder was not distinguished from anxiety until the publication of the third 
edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-HI; APA, 
1980) which included categories of ‘panic disorder’ and ‘agoraphobia with panic’. 
Previously, panic had been considered as anxiety, but the efficacy of certain 
medications with specific types of anxiety led to the recognition of panic as a disorder 
in its own right. The fourth edition of the Diagnostic and Statistical Manual of Mental 
Disorders (DSM-IV; APA, 1994) acknowledged that panic attacks can occur in any 
anxiety disorder and criteria for panic attacks were included at the beginning of the 
anxiety disorders section.
DSM-IV criteria raised the lifetime prevalence of panic disorder in the general 
population to 5% (Beck and Zebb, 1994). Thus a significant number of people will 
suffer from this disorder, and it is therefore important to determine the efficacy of 
current treatment approaches. This essay examines the rationale behind cognitive and 
behavioural therapies for panic disorder, and describes and evaluates the evidence for 
their efficacy. It is concluded that further research needs to be conducted to 
conclusively determine which of the two approaches is more effective.
Cognitive approaches to panic disorder
Clark (1986a) conceptualised the occurrence of a panic attack as a vicious cycle where 
perceived threat (either internal or external) causes apprehension which leads to
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specific bodily sensations (e.g. increased heart beat, breathlessness). These sensations 
are “catastrophically misinterpreted” (for example, as an indication of an impending 
heart attack) and the threat, apprehension, and bodily sensations increase. The cycle is 
established, and a panic attack ensues.
Clark’s model provided an ideal entry point for cognitive therapy, which works on the 
principle that it is not events per se which are responsible for the production of anxiety 
(or depression), but rather people’s interpretations of the events. Cognitive therapy 
enables people to isolate and alter catastrophic cognitions by finding alternative non- 
catastrophic interpretations of feared sensations. The validity of these alternative 
interpretations can be tested by discussion when pure cognitive therapy is being used. 
Cognitive-behavioural approaches make use of behavioural experiments in addition to 
the process of challenging people’s thoughts. Thus panic becomes something which is 
controllable and which therefore no longer needs to be feared.
Evidence for the efficacy of cognitively based interventions
Clark (1986b) introduced the concept of cognitive therapy for anxiety disorders, 
outlining the therapeutic process and including anecdotal evidence for its efficacy. Six 
patients with various anxiety disorders improved on measures of anxiety and 
depression. Sokol, Beck, Greenberg, Wright and Berchick (1989) conducted a study 
looking at cognitive therapy with panic disorder. They found that the frequency of 
panic attacks was reduced by cognitive therapy, and that these effects were maintained 
at follow-up. Michelson, Marchione, Greenwald, Glanz, Testa and Marchione (1990) 
investigated the efficacy of a cognitive-behavioural approach involving explanation of 
the cognitive.model of panic, cognitive therapy, behavioural experiments and applied 
relaxation training. All subjects were free of spontaneous panic after twelve weeks and 
had improved on measures of psychological functioning.
It seems that cognitive therapy can be successfully used to reduce both the frequency 
of panic attacks, and the anxiety and depression associated with panic disorder. 
However none of the above studies contained a control group of patients, making it 
difficult to deduce whether the reported improvements were due to the therapeutic 
intervention. It is possible that the panic attacks may have spontaneously resolved, or
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that the observed gains were due therapeutic input rather than the specific therapy 
used. In addition, all interventions had behavioural components (behavioural 
experiments and breathing exercises) even though most were described as cognitive. In 
fact Clark (1988b) states that 'behavioural experiments are viewed as one of the most 
potent ways of changing beliefs and hence have a central role in cognitive therapy’ (p. 
291). This means that it is not possible to separate the success of the cognitive 
components of the therapy from that of the behavioural components.
Clark, Salkovskis, Hackman, Middleton, Anastasiades and Gelder (1994) addressed 
the issue of non-specific treatment factors by comparing cognitive therapy (CT), 
applied relaxation (AR) and imipramine. They found that while all treatments were 
effective (i.e. better than the waiting-list condition) cognitive therapy was consistently 
superior to both AR and imipramine. The CT and AR were balanced in terms of 
session frequency, therapists, and similar factors which suggests that the difference 
between the efficacies of the two approaches cannot be attributed to non-specific 
treatment factors. However the CT contained behavioural components (interoceptive 
exposure, exposure homework) and so it is not possible to determine the effects of the 
CT. The differences in the behavioural components of the two therapies could be 
accounting for the observed superiority of the 'cognitive’ therapy.
Margraf and Schneider (1991, reported in Margraf, Barlow, Clark and Telch, 1993) 
compared pure cognitive therapy (no exposure or anxiety-inducing cues) to pure 
exposure treatment (no reattribution of anxiety symptoms). They included a combined 
cognitive and exposure condition and a waiting list control and found that all three 
treatment conditions were significantly more effective than the control condition. 
Changes in panic-related cognitions were found to be highly correlated with treatment 
success in both the cognitive and behavioural treatment programmes. The authors 
suggested that the mechanism by which the change is brought about may not be 
important, and further, that two different therapeutic approaches may bring about the 
same results by means of a common mechanism (i.e. change in interpretations of bodily 
sensations).
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In summary, it is difficult to draw any strong conclusions concerning the efficacy of 
cognitive interventions in panic disorder. Many of the studies reporting positive effects 
are uncontrolled, and often contain an ‘impure’ form of cognitive therapy involving 
behavioural components as well as cognitive ones. It appears that what is most 
important is a change in the interpretation of bodily sensations. Interestingly, it seems 
that the mechanism by which this change is achieved may not be important (Margraf et 
a l, 1993).
Behavioural approaches to panic disorder
In his early work, Clark suggested that panic attacks occur as a result of 
hyperventilation (see Clark, Salkovskis and Chalkey, 1985). A vicious cycle is 
established where arousal is followed by hyperventilation, causing apprehension and 
further hyperventilation. This idea gains support from the finding that voluntary 
overbreathing for two minutes (the ‘provocation test’) can induce a state that some 
patients recognise as similar to their naturally occurring panic attacks. Patients 
identified as ‘hyperventilators’ by the provocation test should be able to overcome 
panic attacks by controlling their breathing thus preventing hyperventilation causing a 
full-blown panic attack.
Other authors have suggested that interoceptive conditioning is implicated in the 
aetiology of panic disorder (see McNally (1990) for a review). An internal cue (e.g. 
dizziness) is established as a conditioned stimulus (CS) by predicting the occurrence of 
a panic attack. Panic becomes a conditioned response (CR) to the internal stimulus: a 
learned response to a feared situation. Barlow (1988) suggested that if an initial panic 
attack is perceived as traumatic by the individual, then they may become apprehensive 
about future attacks. The resulting increase in awareness of somatic sensations may 
cause future panic attacks as internal cues are monitored for the CS. Behavioural 
approaches suggest that if panic attacks are a learned response to an interoceptive cue, 
then exposure to such cues should cause the panic to extinguish.
Evidence for the efficacy of behavioural interventions
Clark and colleagues investigated the efficacy of respiratory control in the treatment of 
panic disorder. Clark et a l (1985) used both training in respiratory control and
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reattribution of panic attacks to hyperventilation to effect a rapid reduction in panic 
attack frequency. Salkovskis, Jones and Clark (1986) further extended this study and 
found that respiratory control and reattribution of panic attacks were associated with 
reductions in frequency of panic attacks and self-ratings of anxiety, thus replicating the 
earlier study.
Barlow, Craske, Cemy and Klosko (1989) examined the interoceptive conditioning 
principle. They compared applied relaxation (AR), interoceptive exposure and 
cognitive restructuring (E & C) and a combination of these approaches to a waiting-list 
control group. All three treatments were superior to the control group, but only the 
groups containing exposure and cognitive restructuring were better than the control 
group at making patients ‘panic free'. The relaxation condition seemed better at 
reducing the anxiety associated with the panic attacks, but did not reduce the 
frequency of the attacks. Craske, Brown and Barlow (1991) showed that the same 
was true at follow-up: exposure patients tended to maintain or further improve on their 
post-treatment status.
The above studies claim to demonstrate the efficacy of behavioural treatments for 
panic disorder. It is true that they all involve a significant reduction in the frequency of 
panic attacks. However they are not properly controlled. The Barlow/Craske studies 
include a waiting-list control, but there are no such controls in the Clark/Salkovskis 
group of studies. This makes it difficult to ascertain how much of the reported 
improvement is occurring as a result of the treatment, and how much is due to non­
specific factors such as being seen by a therapist.
In addition, the treatment conditions involve cognitive reattribution as well as exposure 
or breathing retraining. This means that it is not possible to say which elements of the 
treatment were effective. It is possible that either the behavioural or cognitive parts of 
the therapy were responsible for the improvement, or that a combination of these 
approaches is required. The design of the studies does not let us determine which is the 
case.
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Hibbert and Chan (1989) attempted to disentangle the above factors by comparing 
respiratory control and placebo treatments. The respiratory control condition followed 
procedures used by Clark et a l (1985), but did not contain cognitive reattribution. 
Patients in this group had two sessions to learn respiratory control, while the placebo 
controls explored areas in their background that might be relevant to their panic. The 
next three sessions were the same for both groups and involved in vivo exposure and 
exposure homework. At the end of the five sessions, observer ratings indicated a 
significantly better outcome for the respiratory control group, although the degree of 
change is described as “modest” by the authors. They suggest that while a brief pure 
form of respiratory training is a useful addition to more conventional treatments, the 
cognitive part of the procedure that was eliminated in this study may have an important 
role in the treatment of panic disorder.
-Ost-(1988) ^ compared two “purely” behavioural-interventions. Applied relaxation (AR) 
was used to teach people to relax rapidly in response to the first signs of panic and thus 
prevent a full-blown panic attack. Progressive relaxation (PR) involved reducing 
overall levels of tension in the body, to prevent stressors having a panic-inducing 
effect. It was found that AR was more effective than PR and more patients from the 
AR group were clinically improved at follow-up. However this study, did not indicate 
how effective AR is relative to other behavioural treatments, and such a comparison 
would be interesting and clinically useful.
In summary, studies looking at behavioural treatments for panic disorder have 
demonstrated that this approach can be effective. However, many of the studies were 
uncontrolled, and most included a cognitive element. Those that were more “purely” 
behavioural indicated that such techniques can be useful. There is some indication that 
the addition of cognitive components may increase the potency of behavioural 
treatments.
Conclusion
There are substantial bodies of evidence in the literature that claim to provide support 
for the efficacy of either cognitive therapy or behavioural therapy in the treatment of 
panic disorder. However, as has previously been discussed, most of the studies have
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been uncontrolled, which does not allow for non-specific factors to be discounted as 
possible causes of gains of therapy. Most of the “cognitive” studies involve therapies 
that contain behavioural components, and the “behavioural” therapies usually contain 
cognitive restructuring. This makes it difficult to determine whether it is the cognitive 
or the behavioural component that is effecting the change, or whether a combination of 
the two approaches is required.
It has been suggested that cognitive reattribution is necessary for substantial reductions 
in the occurrence of panic attacks, but that the mechanism by which this change comes 
about may not be important. It seems that it may be possible to achieve this change 
either directly by cognitive therapy, or indirectly by means of behavioural experiments. 
Further tightly controlled studies using pure cognitive and pure behavioural methods 
are still needed before it will be possible to state conclusively which of the two is most 
effective in the treatment of panic disorder.
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Learning Disabilities Essay (Year 1)
How might you evaluate quality o f life changes in people with learning disabilities 
who have moved from hospital to a community home? Describe the advantages and 
disadvantages o f your chosen approach.
Introduction
Emerson (1985) defined quality of life as the satisfaction of an individual’s values, 
goals and needs through actualisation of their abilities or lifestyle,” and suggested that 
both social indicators, such as physical environment and health, and also personal 
satisfaction, happiness and well-being are important in quality of life. Perry and Felce 
(1995) suggested that “quality of life might best be thought of as an interaction 
between the circumstances or mode of a person’s life, their satisfaction with its various 
facets, and their personal goals and values.” Nonetheless, they recognised that there is 
a continuing difficulty with the conceptualisation of quality of life, which has been 
sidelined in the past due to difficulties with definition and measurement (Landesman,
1986).
It is often assumed that the quality of life of people moved to the community will 
automatically increase because of the positive effects of “normalisation” (cf. 
Wolfsenberger, 1972). It is thought that institutions have not increased the competence 
of people living there; but that an environment with the potential for “normal social 
integration will have a positive “normalising effect” on people with learning 
disabilities; and community care will be able to provide this “normal” environment 
(Butler and Bjannes, 1978). However, there has been little attempt to obtain scientific 
evidence to support this, and there is some indication that quality of life does not 
always increase following deinstitutionalisation (BPS, 1984). In support of this. Lister 
Brook and Bowler (1995) found that moving people with learning disabilities to 
community-based provision produced a change in their environment, but this change 
was not accompanied by similar improvements in their levels of skills or behaviour.
It is therefore important that the quality of life of people with learning disabilities is 
measured, and that it is not assumed that it automatically improves as a consequence of
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moving to the community. Quality of life has been neglected in the past, but it seems 
that it now must be considered, particularly as a means of evaluating outcomes for 
people who have been relocated, to ensure that the impoverished conditions of many 
institutions are not reproduced in the community (Allen, 1989).
This essay will discuss methodological issues to be considered when evaluating quality 
of life changes in this area. Then several areas that could be examined to evaluate 
quality of life changes will be discussed. Deinstitutionalisation has been based on 
principles of normalisation and O’Brien’s five service accomplishments (1987) which 
are “community presence”, “choice”, “competence”, “respect” and “community 
participation”. These accomplishments provide a useful model for evaluations of many 
types of services (Ballinger, 1993) and provide the structure for this essay. There are 
other areas that could be considered which are not included in the five 
accomplishments, but this framework should give a representative idea of potential 
methods of quality of life evaluation. The advantages and disadvantages of each area 
will be discussed, and ways of examining each area will be considered, along with the 
difficulties of each of these.
Methodological considerations
To evaluate quality of life changes in people with learning disabilities who have moved 
from hospital to a community home, it is desirable to have measured the participants’ 
quality of life in the hospital before the move to the community took place. This allows 
a direct comparison to be made between each participant’s past and current qualities of 
life, and this should remove potential confounding variables, as the participants act as 
their own controls.
When clients have already moved, there may be no data available concerning their 
previous quality of life. In this situation, a comparison group needs to be found, and 
should ideally include people still living in the same hospital ward/villa from which the 
experimental subjects were moved. This comparison group should be matched to the 
subject group as closely as possible to ensure that the groups are of equivalent abilities 
and have similar needs. Variables that have been used include age, IQ, medical needs, 
seizures and years of institutionalisation (Conroy, Efrhimiou and Lemanowicz, 1982).
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Longitudinal data are desirable when evaluating quality of life changes, and therefore 
measures should be repeated at intervals, regardless of which methodological approach 
is adopted. Thus, where possible, measures should be taken before the move, soon 
after the move has taken place, and then at subsequent intervals. This monitors the 
Hawthorne effect and any "honeymoon period” which may accompany moving and 
enables the long-term quality of life to be investigated (Allen, 1989).
In addition, it would be useful to include a “normal” control group, whose quality of 
life can be measured. This would enable conclusions to be drawn not just about 
whether quality of life of people with learning disabilities is "good enough” but also 
how it compares to the quality of life of non-disabled people (Emerson and Hatton, 
1994). It would also be interesting to compare people who have recently moved into 
the community with those who have always lived there (e.g. people with learning 
disabilities who live with their parents).
Community Presence and Community Participation
The presence of people with learning disabilities in the community and their 
participation in community based activities is often seen as the foundation for their true 
social integration (Emerson and Hatton, 1994). According to principles of 
normalisation, community presence and community participation are necessary for a 
high quality of life, and integration into the community is more likely to occur if 
residential facilities are small and dispersed (Wolfsenberger, 1972). Nonetheless, small 
community facilities are seen as a necessary but not a sufficient condition for improved 
social integration (Felce, 1989), so it is important to evaluate this aspect of quality of 
life.
Community presence and participation can be measured in several ways. Retrospective 
interviews with care staff and/or service users are often used (Jahoda, Cattermole and 
Markova, 1990) to assess community visits over a given period of time. Diary sheets 
can also be used to record community contacts, such as “trips and visits outside the 
home and contacts (such as telephone calls) made whilst the resident is at home” 
(Ballinger, 1993). One study interviewed the neighbours of people living in. 
community-based staff housing to see how much contact they had with the service
13
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users (McConkey, Walsh and Conneally, 1993). However, care should be taken when 
using these methods of data collection as diaiy sheets and retrospective interview data 
may be unreliable sources of information (Joyce, Mansell and Gray, 1989).
A potential disadvantage of using community presence and participation as measures 
of quality of life change following deinstitutionalisation is that there is usually a low 
baseline in hospital. This means that there should always be a substantial increase in 
contacts following a move to the community, due to the paucity of such contacts prior 
to the move. It is therefore important to consider not only whether people are leaving 
the hostel, but also which community facilities they are using. It has been suggested 
that people with learning disabilities often use community facilities which do not 
require integration with members of the public (e.g. parks) and that this is related to 
their level of learning disability (see Emerson and Hatton, 1994). It also seems that 
some clients may not have sufficient social skills to enable them to use local facilities, 
although they are aware that they exist and have the practical skills to access them 
(Allen, 1989). It seems that any study looking at community presence and participation 
should consider these factors.
Choice
Choice involves autonomy over not just everyday matters, but also in important life 
decisions, and without it people can remain trapped in undesirable situations (O’Brien,
1987). Ideas of choice and the empowerment of service users has become central to 
developments in community based services (Emerson and Hatton, 1994) and so it 
seems a good idea to ensure that choice is present on relocation from hospital. 
Researchers (e.g. Walker, Ryan and Walker, 1993; Dockrell, Gaskell, Rehman and 
Normand, 1993) have interviewed families and staff about the choice available to the 
service users, using qualitative interview methods. This approach has advantages in 
that it avoids some of the complications of interviewing clients with severe learning 
disabilities and/or communication difficulties.
However, there are difficulties associated with asking staff and family opinions without 
asking the clients themselves. Firstly, it is disrespectful, as it assumes that people with 
learning disabilities will not be able to provide the information themselves. Secondly,
PLD Essay (Year 1)
the data gained will be the carers’ interpretation of the situation and may not be at all 
how the client views the same situation, and the data will be subject to response biases. 
Disagreement has been found between measures requiring staff to comment on how a 
setting is organised and measures requiring them to comment on resident activity 
(Perry and Felce, 1995), suggesting that there may be difficulties with reliability and 
validity of this kind of data. Therefore, while this method does avoid some of the 
difficulties inherent in interviewing people with learning disabilities, clients’ views 
should be considered wherever possible (see later).
Standardised measures (e.g. the Personal Independence, Services and Management 
Schedule, Wing, Holmes and Shah, 1985) completed by staff have also been used (e.g. 
Beswick, 1992 - reported in Emerson and Hatton, 1994). Physical indicators assumed 
to correspond with service user choice (e.g. restrictions to kitchen use) can also be 
investigated (see e.g. Felce, Thomas, de Kock, Saxby and Repp, 1985).
It is important to consider how much choice people have over all aspects of their lives. 
Thus everyday choices such as what and when to eat and what to wear should be 
considered, but more fundamental choices, such as where to move to and who to live 
with should not be neglected. Studies indicate that while moving from a hospital often 
increases choice over day-to-day issues, people with learning disabilities rarely get a 
chance to make decisions about major life decisions (Emerson and Hatton, 1994).
Choice is an important area that clearly needs to be considered as it is a fundamental 
part of being respected. However, there seems to be a lack of consensus over which 
aspects of choice are important and how they should be measured. Choice is a difficult 
entity conceptually and it seems that this makes it difficult for researchers to agree 
on a way to measure it, hence the variety of methods used in the literature to evaluate 
autonomy (Emerson and Hatton, 1994).
Competence
Changes in competence are widely used as outcome measures of deinstitutionalisation 
(Emerson, 1985). Competence has usually been defined in terms of adaptive behaviour 
and personal skills (Emerson and Hatton, 1994) and increases in these areas are
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thought to be commensurate with an increased quality of life. Thus by measuring the 
competence of people with learning disabilities it should be possible to detect quality of 
life changes.
Most studies have used standardised measures to look at adaptive behaviour, and there 
are many available to investigate this area. Examples of measures that have been used 
include the Adaptive Behaviour Scale - Part I (Nihara, Foster, Schnellhaas and Leland, 
1974), the Pathways to Independence Checklist (Jefifree and Cheseldine, 1982) and the 
Schedule of Handicaps, Behaviour and Skills (Wing and Gould, 1979). Standard 
measures should provide objective information about the area under investigation, and 
have been shown to have reasonable agreement with each other across different 
dimensions of quality of life (Perry and Felce, 1995).
However, some of the tools have questionable validity and reliability, or have been 
standardised on non-UK populations, making their use in this country questionable. 
Nonetheless, the existence of standardised measures means that it is relatively 
straightforward to assess this area objectively, providing the limitations of such tools 
are considered. In addition, increases in adaptive behaviour and skills are generally 
easy to define, meaning that this should be a clear cut area to consider.
There are difficulties associated with using increases in adaptive behaviour and skills as 
measures of increased quality of life. For example, it is difficult to determine whether 
observed changes are due to different conditions in the new residence, or whether they 
are occurring due to the change itself (the Hawthorne effect). Thus, in the long-term 
there may be no actual improvement in adaptive behaviour, with gains attributable to 
the Hawthorne effect not being maintained, and clients regressing to their pre- 
relocation levels (Conroy et al., 1982). It is also possible that increases in behaviour 
may occur because clients may be better able to demonstrate adaptive behaviours and 
skills in the new environment. Reported changes in these areas seem to be related to 
increased opportunities when individuals move to a more stimulating environment 
(Conneally, Boyle and Smith, 1992). Longitudinal data are needed to measure whether 
changes in behaviour are maintained, or whether they level out.
16
PLD Essay (Year 1)
In addition, it is questionable whether this approach is appropriate for all clients. 
People with profound and multiple disabilities are able to learn new behaviours, and a 
small skills gain may make a substantial difference to their quality of life. However, 
there may be limitations to what they can be taught, and therefore to how much their 
quality of life can be improved by skills training. Thus measures may not be sensitive 
enough to detect the effects of changes in adaptive behaviour and skills in people with 
very profound disabilities (Whitaker, 1989).
Respect
There are various aspects of this concept which can be measured, but it seems that 
social interaction may provide a good indicator of the respect accorded to an 
individual. The quality of interpersonal interactions forms a fundamental feature of 
good quality care, and it is assumed that the quality and quantity of interaction will 
increase on moving into a community-based residences. It is important to consider 
whether a move into the community increases potential for communicating with non­
disabled people, as there is some indication that '"being there” is not sufficient to ensure 
social integration (Markova, Jahoda, Cattermole and Woodward, 1992).
Social interaction is often measured by direct observation (see Markova et a l, 1992), 
and this area lends itself to this method of data collection as qualitative data (e.g. tone 
of voice, attitude of speaker) can be collected along with the more quantitative aspects 
(e.g. who the interaction was with, where it took place). Areas that are usually 
measured include the quantity and quality of social interactions, who these interactions 
are between and where they take place. However, there are problems with inter-rater 
reliability when observation is used, as it is likely that different observers will not rate 
the same event in the same way. In addition to this, it may be more difficult to carry 
out unobtrusive observations in small hostels, and concerns for privacy may make data 
sets from hostels less complete than those collected from hospitals (Pratt, Luszcz and 
Brown, 1980).
Nonetheless, there are advantages to using social communication as an indicator of 
quality of life. Firstly, people with mild learning disabilities are aware of not having 
adequate interactions with other people (Cattermole, Jahoda and Markova, 1990) and
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that opportunities for interaction are central to their sense of personal identity (Jahoda 
et a l, 1990). It seems therefore that it is an important issue to monitor in this 
population. Interaction patterns can also be measured in people with more profound 
difficulties, although there may be a focus on the nature and quality of the interaction 
rather than the content of the speech.
Social interaction is something that would intuitively be expected to change with a 
move-to the community, especially as interaction patterns in hospitals are usually very 
impoverished (see Markova et ah, 1992). However, the finding that interaction levels 
and quality are low in hospitals means that it should be easy to measure change with a 
move to the community. It is important to consider the quality of interactions, to 
determine whether meaningful exchanges are taking place, or whether interactions are 
just based around needs.
User Satisfaction
Although this is not included in O’Brien’s (1976) accomplishments, it seems important 
to consider the service users’ point of view. Quality of life is thought to depend not 
only on the objective conditions of a person’s life, but also on their subjective 
satisfaction with life. Personal aspirations and values may also play an important part in 
how people assess their lives (Perry and Felce, 1995). Thus, quality of life is dependent 
on the viewpoint of the individual, and it seems appropriate to try to measure this 
factor as well as the objective conditions of life (as above). It is therefore important to 
ask the service users how satisfied they are both with the services they receive and 
their lives in general.
The methods for doing this are usually by qualitative unstructured and semi-structured 
interviewing. Clients can either retrospectively compare the hostel and the hospital, or 
interviews can be conducted before and after relocation. It seems important to consult 
the views of the people who use the services, especially in a client group who are 
seldom asked their opinions. In addition, there is a weak relationship between 
“objective” measures of quality of life and expressed life satisfaction (Emerson and 
Hatton, 1994) which makes it important to assess whether the measurements actually
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correspond to what is experienced by the people whose quality of life we are 
attempting to evaluate.
However, there are difficulties with this approach. Firstly, all self-report data can be 
biased by many factors including memory, social desirability and acquiescence (see 
Streiner and Norman, 1991) and these factors are more likely to be present in people 
with learning disabilities (Siegelman, Budd, Spahnel and Schroenrock, 1981). There 
may also be biases which determine who is asked for their opinion. It will clearly be 
easier to collect data from people with milder disabilities, and it will be difficult for 
people with communication difficulties to understand and answer the questions. The 
data collected may be of questionable reliability and validity because of this, but it is 
nonetheless important for the views of all service users to be considered. People with 
more profound disabilities should be given the opportunity to express their views, 
although they are often not included in research because of potential difficulties with 
collecting and interpreting data (Conneally et a l, 1992).
There are other factors which could be considered in an evaluation of quality of life, 
but which are not discussed here due to lack of space. These include physical 
environment, educational/occupational opportunities, material possessions, access to 
services and staff: client ratios all of which will impact on the quality of life of people 
with learning disabilities and can be used to measure changes in this concept.
Conclusion
It appears that measurement of each of the above areas by themselves will not produce 
an adequate evaluation of quality of life changes in people with learning disabilities 
who have moved from hospital to a community home. Each area has its own 
difficulties associated with it, and there are additional problems with the methods used 
to collect the data. It seems that a combination of the above measures should go some 
way towards providing a measure of the multi-dimensional structure of quality of life.
It seems that it is increasingly important to measure the long-term effects of 
deinstitutionalisation. It is no longer acceptable to assume that it automatically has 
beneficial effects on quality of life, as this may not always happen (Lister Brook and
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Bowler, 1995). Given the increased costs of placing people in community settings 
(Dockrell, Gaskell, Normand and Rehman, 1995) it is important to ensure that people 
are in fact ccbetter off” in the community. Research needs to examine what it is about 
residences that makes quality of life in them high, as it is clearly not just a matter of 
size or location. It is likely to be a complex interaction of different factors, and will be 
experienced very differently by different people. This make it essential to consult the 
people whose qualities of life it is we are measuring, wherever possible. Otherwise 
researchers may impose their own value systems on other people, and this must surely 
be a move away from the respect and higher quality of life that we are trying to ensure 
for them.
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Child and Adolescent Essay (Year 2)
Critically evaluate the models o f bereavement in relation to children, and discuss 
their clinical relevance.
Introduction
Recent statistics (Herbert, 1996) suggest that 180,000 children under the age of 
sixteen have lost a mother or father through death. Children are often overlooked 
when there has been a bereavement in the family, and this seems to be mirrored by the 
bereavement literature. Few models of bereavement consider the process which occurs 
when children are bereaved. There is a large literature on how children react to being 
bereaved, and at what age children acquire a concept of death, but little has been 
written on the efficacy of interventions with bereaved children. This essay will evaluate 
psychoanalytic, stage-based and task-based models of adult bereavement, and consider 
how they may be applied to children. The short- and long-term effects of bereavement 
will be discussed, and clinical interventions will be considered as a way of modifying 
long-term outcomes.
Psychoanalytic models
Freud (1917) provided the early psychoanalytic formulations of grief and mourning. He 
described several tasks of mourning, the most important being decathexis, or the 
withdrawal of attachments and libido from the love object. Important processes also 
involved in mourning were hypercathexis, a remembering and longing; identification 
with the dead person; and recathexis, which occurs when the work of mourning is 
complete. Furman (1974) proposed that mourning is only possible when the reality of 
the death is perceived, understood and acknowledged. Therefore, children cannot start 
to mourn until they have object constancy, and their “self-investment must be 
sufficiently autonomous and independent of the love object that [they] can survive 
mentally” (p45). This is seen as particularly difficult for young children, who do not 
have a mature ego, and are therefore dependent on others for their narcissistic supplies. 
Even when basic physical needs can be met by the children themselves, they will still be 
dependent on others in areas such as reality testing and expression of emotions.
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Several authors agree that children are not capable of mourning in the same way that 
adults do, because they lack the cognitive abilities and emotional capacity to process 
the grief. Children are thought to use denial, idéalisation and identification to defend 
themselves against the loss (Wolfenstein, 1966). As a result, children are more likely to 
suffer from pathological reactions such as denial, anger, and absence of overt grief (see 
Miller, 1971 for a review). Similar comments concerning both the short and long-term 
effects of bereavement developed from Bowlby’s work on loss. Bowlby (1961) 
observed children who were separated from their mothers due to institutionalisation 
and demonstrated that separation phenomena such as anxiety and anger occurred, in 
response to a loss. If reunion with the lost object did not occur, then sadness and 
despair would result. Bowlby proposed that as bereavement also involved separation 
from an attachment object, similar protest responses would be observed, and that the 
management of these had implications for the child's future emotional development 
(Bowlby, 1961).
In fact, there are contradictions in the literature concerning whether being bereaved as 
a child necessarily results in long-term pathological reactions. Harris-Hendricks, Black 
and Kaplan (1993) report the findings of several studies that suggest that children who 
are bereaved early are more likely to develop psychiatric disorders in later childhood, 
and that adùlts bereaved of a parent in childhood are more vulnerable to psychiatric 
disorder, and more commonly attempt suicide. However, other authors suggest that 
most children are not severely afrected, with major psychopathology uncommon 
following early bereavement (Graham, 1993).
There are certain ameliorating factors which may reduce the likelihood of long-term 
difficulties following bereavement. Black (1978) has suggested that age and gender of 
the child, mode of death, and previous adverse experiences may modify the outcome 
after bereavement. Environmental consequences of a parent’s death, such as quality of 
post-loss childcare, or home life may also affect outcome (Krantzler, Shaffer, 
Wasserman and Davies, 1990). Elizur and Kaffinan (1983) suggested that the way the 
surviving parent responds to the child, social support and subsequent life 
circumstances can all make a difference in whether a child develops emotional 
problems following a bereavement. Thus if seems that there may be intervening
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variables which can help children to endure the loss of a parent at an early age, and the 
pathological reactions suggested by psychoanalytic and attachment models may not 
necessarily occur.
Stage-based models
Parkes (1975) developed the work of Bowlby and described four stages of 
bereavement. The first, numbness, lasts a few hours to a week and is characterised by 
extreme anger and distress. Denial is present, and there is preoccupation with the loss. 
The second stage involves yearning and searching for the lost figure, and this stage 
may last months or years. During this stage, the awareness of the reality of the death 
conflicts with a need to recover the lost person. The third stage is one of 
disorganisation and despair, where there is hopelessness and grieving. Finally, there is 
reorganisation, which involves finding a new personal identity and developing a new 
set of assumptions about self and the world (Bowlby-West, 1983).
According to this model, every bereaved person experiences each of these stages, in 
the prescribed order. People move passively from stage to stage in a linear way as the 
length of their bereavement increases. However, this model has been criticised for 
stereotyping individuals who have been bereaved, not acknowledging individual 
differences in bereavement, and regarding grieving as a passive process where the 
individual has no control (Cbrr and Doka, 1994). Further to this, there is no 
explanation of why some people move rapidly through the stages, while for others the 
same stage may take months. Other authors have questioned the validity of the model 
advocating that there was a sample bias in the original data set (e.g. Dyregrov, 1994). 
They argue that it is questionable to develop a universal model of bereavement from 
Bowlby’s original sample of children separated from their mothers for reasons other 
than death (e.g. fostering, hospitalisation, or institutionalisation).
This model allows clinicians to determine where people are in their bereavement 
process, and normalises grief by suggesting it is not a pathological reaction to a loss. 
This model highlights the importance of people’s emotional reactions to a loss. This is 
certainly important for children, whose emotional reactions will be différent to those of 
an adult, and will vary depending on the developmental abilities of the child.
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Infants may become irritable, and show erratic eating and sleeping patterns if they are 
separated from their caregiver and experience a disruption in their consistency of care. 
Once they start to develop object constancy, they may also engage in searching 
behaviour for the missing caregiver, and may show separation anxiety. Up to the age of 
five, children still cannot understand the permanence of the separation, and are likely to 
carry out behaviour designed to bring about a reunion. They may show anger at the 
separation through tantrums, they may cling and be frightened to let other adults leave 
them (Smith and Pennells, 1995). It has been suggested that there may be gender 
differences in the way that children react to a bereavement. Krantzler and colleagues 
(1990) found that pre-school boys were more symptomatic than controls on a child 
behaviour checklist, and girls reported significantly more sadness. Children of each 
gender reported feeling more scared and less happy than controls.
Young children may blame themselves for causing the death, due to egocentrism and 
literal thinking (Harris-Hendricks, Black and Kaplan, 1993), and it is important that 
misconceptions are explained to them in an age-appropriate manner. School-aged 
children may also feel responsible for the death, and may believe that they can wish 
their parent back to life. They must learn to cope with reactions from peers and the 
school community. Once children become aware of the universality and finality of 
death, they may recognise the possibility of their own death, and this can lead to the 
occurrence of somatic symptoms. Silverman and Worden (1993) found that this was 
particularly common in pre-adolescent children. Bereavement may be considered 
particularly challenging for adolescents, who are trying to negotiate the transition to 
adulthood, and form an identity separate to their parents (Balk, 1991).
It is important that an apparent lack of emotional response is not taken as an indication 
that children have not understood the loss. Children may cover up their feelings to 
protect the remaining family members, and may be asked to take on the role of the 
dead parent. Some children may deny or delay grief, and grieving behaviour may re- 
emerge years after the loss (Pennells and Smith, 1995).
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Task-based models
Worden (1982) suggested that the grieving process does not involve clear cut stages, 
but that instead it involves certain tasks that need to be accomplished. He proposed 
that the tasks do not have a specific ordering, but that if they are not all accomplished 
during the bereavement process, then bereavement will not reach a satisfactory 
conclusion. The first task is to accept the reality of the loss, and stop searching 
behaviour and the hope for reunion with the dead person. The second task is to 
experience the pain of the loss, without minimising the importance of the dead person, 
or idealising them. Worden (1985) argues that there is an important role for 
professionals in facilitating completion of this difficult task. In fact, this task has now 
been reworded (Worden, 1991) in recognition of the difficulties of experiencing grief, 
when there may be personal and social obstacles to this, and the task now involves 
working through the pain of grief.
The third task is to adjust to the environment wherotho deceased is missing, which will 
mean different things to different people depending on their relationship with the 
deceased person, and the role that they played. The final stage is the withdrawal of 
emotional energy from the deceased and the reinvestment of that energy in other 
relationships and activities. This task has also be rewritten (Worden, 1991) and the 
task is to emotionally relocate the deceased and move on with life, a reformulation that 
no-longer implies that the dead person mus^be-forgotten or betrayed.
Worden (1985) recognised that bereavement is different for every individual, and 
proposed that experiences of bereavement would be influenced by several factors, 
including nature of attachment, mode of death and personality and social factors. Other 
authors have suggested revisions or additions to Worden’s tasks of mourning (see Con* 
and Doka, 1994 for a review) to highlight the spiritual dimension in mourning or to 
take account of systemic social aspects. Task-based models of bereavement seem to 
avoid some of the difficulties of the stage-based models. They allow for individual 
experiences of bereavement, and permit people to accomplish the tasks in any order, 
and do not imply any given time frame within which this needs to be accomplished. 
This model provides a clear distinction between grief, the emotional reaction to a loss, 
and mourning, which involves processing the loss in order to integrate it into living
29
Child Essay (Year 2)
(Corr and Doka, 1994). While acknowledging that there will be emotional reactions in 
bereavement, the focus of this model is on the acceptance of death, and the relocation 
of the deceased in the lives of the bereaved.
In children, this former stage is important, as it will depend on how well developed the 
child’s concept of death is. It is difficult to accept the reality of death, when there is no 
understanding that the person will never come back to life again. Early research 
suggested that children do not have a full concept of death until they reach the age of 
eight or nine (see Nagy, 1948). However, Kane (1979) suggested that concept of 
death has several components and established that three year old children had some 
realisation of death, and Lansdown and Benjamin (1985) extended her findings. They 
investigated children’s understanding of the components needed for a full concept of 
death (including separation, universality, causality, irrevocability and cessation of body 
function).
They found that while almost all children aged eight or nine had a fully developed 
concept of death, sixty percent of the five-year-olds had a complete or almost complete 
concept. They therefore argued that many young children have a good understanding 
of the meaning of the word “dead” and are capable of discussing death in a way that 
would not be predicted from previous literature. It is worth noting that some research 
suggests that anxious children, especially those with high levels of cognitive ability, 
may have distorted concepts of death due to defence mechanisms (Orbach, Gross, 
Glaubman and Berman, 1985).
It appears that young children do have an understanding of death, and that prior 
experience with death (e.g. living in areas where there is a great deal of violence) may 
accelerate the development of this concept (Lansdown, 1991). This suggests that it is 
important to include young children in discussions about death to dispel any myths and 
fantasies, and where possible children should be included in the rituals of death, such as 
attending the funeral. It may be difficult for adults close to the child to deal with 
questions about death, especially when they themselves are grieving (Douglas, 1989) 
and there may be a role for professionals in facilitating communication on this subject.
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Silverman and Worden (1993) conducted a prospective study of bereaved school-aged 
children, and found that a common experience was the effort to maintain a connection 
with the deceased. This was achieved through dreams, talking to the dead parent, 
visiting the grave, or keeping things that belonged to the deceased. Many children felt 
that they were being watched by their dead parent, and many were frightened that their 
parent would not approve of what they were doing. Nonetheless, the dead parent 
continued to be a real presence in the children’s lives, and this was usually a positive 
factor. Younger children may need help to maintain this connection with their parents, 
as they have fewer memories of their own and the familiar rituals through which they 
remember their parents may have changed (Silverman and Worden, 1993).
Approaches to working with bereaved children
The realisation that children are affected by bereavement, both in the short- and long­
term has led people to consider ways in which children can be helped to cope in this 
situation. It seems that being bereaved as a child does not necessarily result in long­
term difficulties: what appears to be important is the effects of the bereavement on the 
life of the child. Factors that may affect the course and consequences of a bereavement 
have already been discussed, and research has started to consider whether clinical 
interventions may prove to be a protective factor.
There have been few controlled studies of interventions with bereaved children. Black 
and Urbanowicz (1987) report the effects of a family intervention which aimed to 
promote mourning and increase communication within the family, especially about the 
death. At one-year follow-up, the treatment group had done slightly better than 
controls in terms of behaviour, mood and health, and the trend of the results was in the 
same direction after two years. Black and Urbanowicz conclude that the intervention 
was helpful, even if the statistical evidence was modest. They point out that the study 
indicates that it is not harmful for children to have their grief and sad feelings elicited. 
In fact, this seems to have been beneficial for most of the children.
Other authors have discussed the benefits of working with the whole family following a 
bereavement. Advocates of this approach suggest that while it may be necessary to 
have two workers involved with the family, seeing adults and children separately, it is
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important that part of each session involves the entire family. It is important to 
empower families to carry out work by themselves, so that they have the confidence to 
carry on when the therapist is no longer involved with the family (Smith and Pennells, 
1995).
Sometimes, it is necessary to see children individually, to enable them to explore their 
feelings at their own level of understanding, without fear of upsetting other family 
members. It is also useful to address fears and fantasies that children may have about 
the bereavement. Common techniques that are used include play, drawing, and writing, 
which enable children to express their emotions in an age-appropriate way, and one 
with which they feel safe and familiar (Smith and Pennells, 1995).
Children may also benefit from being included in a bereavement group. This is often 
very important for bereaved children who have little contact with those in similar 
situations, apart from their siblings. Parents are often emotionally unavailable to their 
children following a bereavement, giving the children little opportunity to share their 
feelings. They can feel isolated and different from their peer group, at a time when peer 
identification is beginning to emerge (Baulkwill and Wood, 1995). Group work can 
help children to develop a sense of self-esteem and identity, and can help to reduce 
feelings of stigmatisation (Pennells and Smith, 1995).
Conclusion
The three models of bereavement discussed in this essay emphasise different areas of 
the bereavement process. The psychoanalytic models suggest that because children are 
incapable of grieving in the same way as adults, they will repress the reactions to the 
loss, and that this will have serious consequences for the children’s subsequent 
development. Stage-based models bring into focus the emotional consequences of 
being bereaved, and while they do not specifically address what might be specifically 
expected of children, there is literature on how children of different ages react to the 
bereavement. Task-based models prioritise the understanding of death, and the 
relocation of the deceased person within the lives of those who have been bereaved. 
This has clear implications for working with children, who may need help to develop
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their concept of death, and who will rely on others to remember the deceased, and find 
a way to connect them into their current life.
It seems that each of these models contains factors that need to be considered when 
working with children who have been bereaved. It appears that whether children are 
seen individually, with their families or in a group, the tasks of the intervention are the 
same. These are to help children to accept the reality of the death, to help them to 
express and discuss their feelings about this, and to help them find ways to integrate 
the loss into their lives, so that they can start to move on. It seems that these 
approaches have integrated the different emphases of the models of bereavement, and 
adapted them help children’s needs. More research is required to evaluate the efficacy 
of different treatment approaches in reducing the long-term consequences of being 
bereaved as a child.
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Dynamic Models Essay (Year 2)
Compare and contrast psychoanalytic and cognitive behavioural views as to the 
aetiology and treatment o f depression. I f  possible, illustrate your essay with relevant 
clinical material in relation to depressed patients you have seen, and with the 
theoretical model used during therapy.
Introduction
This essay considers the psychoanalytic theories of depression formulated by Freud 
(1917), Klein (1940) and Aneti and Bemporad (1978). The different perspectives these 
theories provide about the aetiology and treatment of depression are discussed, with 
the conclusion that they consider that a child’s early environment provides the 
foundation of personality strengths and weaknesses, and is where the predisposition to 
depression is established. This is addressed in the therapeutic relationship by attending 
to unconscious intrapsychic processes and by using the transference relationship.
In contrast, the cognitive-behavioural theories of depression considered (Beck, 1967 
and Seligman, 1975) focus on what is immediately derivable from conscious 
experience, and aim to discover links between depressive thoughts, affect and 
behaviour. Therapy is directive and time-limited, and centres around hypothesis testing 
and empirical investigation. The similarities and differences between the approaches 
are discussed, with the conclusion that while there are clear differences between these 
two views of depression, there are also underlying parallels. It is proposed that the 
similarities which are apparent between the approaches may account for why both have 
been shown to be useful in the treatment of depression.
Psychoanalytic view of depression
Freud (1917) distinguished between mourning and melancholia. He regarded mourning 
as being caused by a loss, whereas there may be no apparent trigger for melancholia. 
Freud stated that “in mourning it is the world which has become poor and empty; in 
melancholia it is the self,” (p246) and that this occurred because “the shadow” of a 
love object had fallen on the ego. This was treated as an object and denigrated by the 
rest of the ego.
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Freud hypothesised that, in melancholia, comments that were intended for a significant 
other were turned in on the patient. Thus, Miss S., a young woman seen as part of a 
direct access primary care service often commented during therapy that she was so 
useless that she did not understand why her boyfriend stayed with her. According to 
Freud, what she really meant was that her boyfriend was useless, but as she was unable 
to entertain those feelings about him, she turned them on herself.
Thus, ambivalence was important in melancholia, and did not play a role in mourning. 
Anger that could not be turned towards others, especially those to whom there is a 
narcissistic attachment was turned inwards. Anger and rage is a common theme in the 
psychoanalytic literature on depression (Mollon and Parry, 1984). Freud thought that 
depressed people punished the external loved other by becoming ill. It is often the case 
that depressed people elicit feelings of frustration, both in their families and the 
therapist. Mr F., a middle-aged man married to a psychotherapist, commented that his 
wife had suggested that he attended therapy, as she was finding it increasingly difficult 
to tolerate his depressed mood.
Freud underlined the futility of contradicting the patient’s accusations against the ego 
during therapy, as they are descriptions of his/her psychological state. However, they 
are the “effects of the internal work which is consuming the ego” p246. Once this 
work has finished, either when the anger has “spent itself’ or the object has become 
worthless, melancholia resolves.
Melanie Klein developed the role of ambivalence and the early stages of “psychic life” 
in depression. Klein (reported in Arieti and Bemporad, 1978 and Segal, 1973) 
proposed the existence of two developmental stages in the first year of an infant’s life. 
The schizoid position involves resolution of ambivalence by splitting objects into good 
and bad part objects. There is an anxiety that bad internalised objects will destroy the 
good objects, but the projection of bad objects into the environment protects the inner 
sense of goodness.
Klein proposed that the depressive position occurs when there is a realisation that 
external figures can be the source of both pain and pleasure. The child faces a
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"depressive anxiety” that aggression may destroy the internal and external good 
objects. This crisis can be resolved by withdrawing to protect the good objects, by 
denying the value of good objects, or finally (and healthily) realising that while 
temporary loss of objects occurs, they can be subsequently recovered.
Klein (1940) related the symptoms of depression to the above ideas, stating that 
depression occurs when the ego identifies with the suffering of good objects which can 
be attacked by bad objects and the id. A predisposition to melancholia occurs when 
there has never been internalisation of good objects, and a feeling of "badness” is 
incorporated into the self-image, rather than being projected. Klein proposed that in 
depression, hatred is directed at the id, and because this has control of the unconscious 
drives, the result is a hatred of aggression and sexuality.
Thus the anger of depressed people is not necessarily turned against themselves: their 
hatred of anger means that they cannot acknowledge its existence. Mr T., an elderly 
man assessed for a research project on depression, provided several descriptions of 
outbursts of anger. One of these resulted in a suspended sentence for assault, when he 
hit a young man in a parked car who was playing his stereo at a volume that Mr T. 
found unacceptable. Mr T. denied feeling angry, saying instead that his reaction had 
been entirely justified given the situation. In retrospect, it is possible that he was unable 
to acknowledge his anger.
Arieti and Bemporad (1978) emphasised the importance of early interpersonal 
relationships in the development of personality and vulnerability to psychological 
disturbance. They proposed that an individual’s "ideology” determines how they 
interpret a precipitating event. They identified three ideologies which result in 
vulnerability to depression: "dominant other,” "dominant goal” and a "claiming 
depression” where self-denial is prevalent. Although their formulations include 
cognitive distortion as a contributing factor to the development of psychopathology, 
they regard it as an effect not a cause of the depression. The cause lies in childhood 
experiences and the ideology that develops (Blatt and Maroudas, 1992).
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All psychoanalytic approaches advocate working through early experiences in the 
context of a therapeutic relationship, and central techniques are transference and 
countertransference. Transference is the process by which the past is brought into the 
present by attending to the persisting fantasies still active in the here and now (Makari 
and Michels, 1993). This facilitates an understanding of how past experiences continue 
to determine the pattern of people’s lives. It has been suggested that many 
transferences go unnoticed, because they concur with the way that therapists view 
themselves and their work (Chused, 1992).
A parallel process is countertransference which has traditionally been viewed as an 
interference; an imposition of the therapist’s transference into the process of therapy 
(Abend, 1989). More recently, countertransference has come to be regarded as the 
therapist’s overall emotional reaction to the patient, and is not therefore a hindrance, 
rather a source of information (Makari and Michels, 1993). Consideration of 
countertransference can be especially useful when the therapist experiences a sudden 
shift in emotions during a session. When assessing Mr T. (discussed previously), a 
change from fairly calm to frightened and confused was noticed by the therapist when 
Mr T. was discussing his assault. This may have provided useful information about 
feelings that underlie the overt (if unacknowledged) emotions that Mr T. was 
experiencing.
Gabbard (1992) noted that there are likely to be both intrapsychic and interpersonal 
components contributing to countertransference, but the therapist must determine 
which is in operation. The transference relationship is central in the psychoanalysis of 
depression, as it can be used to clarify the role of early life experiences as distorted 
ideologies become apparent in the therapeutic relationship (Blatt and Maroudas, 
1992).
In summary, psychoanalytic views of depression all emphasise early experiences which 
determine the way that people react to situations, and predispose them to depression. 
Freud concluded that melancholia occurs when a representation of a loved object is 
incorporated into the ego and becomes denigrated. This results in a sense of an internal 
loss and a loss of self-esteem. Klein proposed that depression occurs as a result of the
40
Dynamic Models Essay (Year 2)
ego identifying with the suffering of good objects, and that a predisposition to 
melancholia occurs when there has never been an internalisation of a good object.
Arieti and Bemporad conclude that three different types of early experiences will result 
in three different kinds of depression-prone personalities, which will be triggered by 
different events, and that depression related cognitions occur as a consequence of the 
depression, rather than playing a causal role.
Treatment is concerned with reliving past experiences which have led to a 
predisposition to depression in the here and now of the therapeutic relationship, using 
transference and countertransference The therapist is passive, noticing, interpreting and 
making use of these experiences.
Cognitive-behavioural view of depression
The cognitive model of depression (Beck, 1976) proposed three concepts to explain 
the occurrence of depression: the cognitive triad, schemas and cognitive errors. The 
cognitive triad comprises the patient’s negative view of himself, the world and the 
future. Beck, Rush, Shaw and Emery (1979) proposed that the symptoms of 
depression are consequences of the negative patterns in the triad. Schemas, the stable 
cognitive patterns which people use to make sense of events, distort reality and lead to 
systematic errors in thinking.
These cognitive errors include dichotomous thinking, selective abstraction and 
overgeneralisation, and maintain the depressed person’s belief in the validity of their 
negative concepts. These errors were visible in Ms S. (discussed previously). She felt 
that her sister was beautiful, out-going and popular, while she was unattractive, 
introverted and unpopular, despite evidence to the contrary. She always focused on the 
negative aspects of any situation, ignoring the many positives, and felt that because she 
had not been able to enjoy a recent outing with friends that all other such occasions 
would be unpleasant.
It is assumed that early experiences form the basis for the development of the cognitive 
triad. The schemas that constitute the triad are activated by circumstances which are
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similar to the experiences which caused them to develop, and thus negative life events 
do not automatically produce depression (Beck et aL, 1979).
Cognitive therapy is based on the rationale that “an individual’s affect and behaviour 
are largely determined by the way in which he structures the world” (Beck et a l 1979; 
p3). Therapeutic techniques are designed to help individuals to identify negative 
automatic thoughts and to examine the evidence for and against them. In addition, 
there is a process of identifying and correcting the dysfunctional beliefs which 
predispose depressed people to distort their experiences. A behavioural component is 
also included in cognitive therapy (see e.g. Beck, 1976) to help to weaken the 
association between negative thoughts, affect and behaviour. By encouraging patients 
to carry out behavioural experiments it is possible to gather evidence against negative 
automatic thoughts and to challenge their validity.
Thus, Miss S. kept a diary of her negative automatic thoughts during therapy, rating 
how much she believed each of the thoughts. As therapy progressed, the diary was 
used to provide material to be challenged. Miss S. learnt to consider the evidence 
which supported thoughts and to create alternative explanations. For example, she 
believed that nobody at college wanted to talk to her, but was able to generate the 
alternative explanation that avoiding the canteen at lunch time made it difficult for 
people to speak to her. As a first step. Miss S. was able to buy a coffee during a break 
between classes, and join in a conversation with a group of her friends at their table. 
This changed the strength of her belief in the thought that people were ignoring her, 
and made her more determined to join in future conversations. She felt that this had 
lifted her mood on that occasion and she was pleased with her achievement.
Seligman’s (1975) theory of learned helplessness proposed that people with depression 
have not developed techniques for dealing with painful situations. Depression develops 
when people feel that they have lost control of their world, and feel unable to alter the 
situation. In a reformulation of this theory, Abramson, Seligman and Teasdale (1978) 
suggested that the effects of an uncontrollable event would depend on the 
understanding of why the experience occurred. People who are depressed make more 
self-blame attributions, attributing failure to global, internal, and stable factors. This
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has a significant impact on self-esteem, and intervention involves reattribution of 
causes for events to specific, external or unstable factors.
Cognitive theories of depression are based on the assumption that the way that people 
think and/or attribute events and situations influences their feelings and behaviour. 
Depressed people are thought to have a negative view of themselves, the world and the 
future, and they have distorted patterns of thinking (Beck et a l, 1979).
Cognitive-behaviour therapy involves the combination of cognitive techniques (e.g. 
reality testing) and behavioural techniques (e.g. task assignment). The aim of therapy is 
to discover links between depressive thoughts, affect and behaviour (Williams, 1984). 
Patients generate alternatives to their negative thoughts, and the therapist takes an 
active stance, engaging in an empirical approach in looking for the evidence for and 
against the patient’s negative thoughts. In this way, it is hoped that there will be a 
loosening between thoughts and depressed affect (Williams, 1984). Cognitive- 
behaviour therapy is located in the "here and now”: there is not much consideration of 
how or why predispositions to depression develop (Blatt and Maroudas, 1992), nor is 
there any consideration of unconscious processes which may be operating (Arieti and 
Bemporad, 1978).
However, while there is evidence that cognitive-behaviour therapy for depression is at 
least as effective as pharmacotherapy, it is not known what determines who is suitable 
for cognitive-behaviour therapy, nor what psychological processes are changed by this 
approach (Williams, 1984). It has been suggested that depression-related cognitions 
are a consequence rather than an antecedent of depression (Lewinsohn, Steinmetz, 
Larson and Franklin, 1981), leading to criticisms of the role of cognition in depression 
(Coyne and Gotlib, 1983). More recently, DeRubeis, Evans, Hollon, Garvey, Grove 
and Tuason (1990) have investigated the role of cognitive constructs in cognitive 
therapy, and concluded that cognitions are not causally sufficient in depression.
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Comparison between psychoanalytic and cognitive-behavioural views
There are general differences between the above approaches in the therapeutic stances 
taken by therapists, with psychoanalysts generally adopting a non-directive, fairly 
passive manner when compared to the directive, hypothesis testing approach of the 
cognitive-behaviour therapist. In addition, cognitive-behaviour therapy is usually 
limited to a small number of sessions, over a brief period of time, in contrast to the 
usually more lengthy process of psychoanalytic work.
More fundamental, perhaps, is the different emphasis placed on past experiences and 
relationships by the psychoanalytic view of depression. This is seen as the principal 
issue in psychoanalysis, with the way that people react in the present determined by 
their early experiences. Cognitive-behavioural models, however, are not particularly 
interested in the long-term factors which predispose people to depression, nor how 
early experiences may have affected them, and this has been considered a limitation by 
some authors (e.g. Blatt and Maroudas, 1992).
This difference is reflected in the therapeutic approaches based on these views. 
Psychoanalysts rely on the reconstruction of past relations through the processes of 
transference and countertransference, with the intention of using the experiences in the 
therapeutic relationship to understand the early experiences of the patients. These 
processes are not considered by the cognitive-behaviour therapist, who instead is 
concerned with what the patient is currently experiencing, although this is beginning to 
change (see Safran and Segal, 1990). Unconscious processes, an integral part of the 
psychoanalytic approach to therapy, are also not considered in cognitive-behavioural 
approaches, which focus on ‘"what is immediately derivable from conscious 
experience” (Beck, 1976; p316)
Finally, while some psychoanalytic authors (e.g. Arieti and Bemporad, 1978) 
acknowledge the importance of cognitive distortions in depression, they view them as 
an effect of depression. They do not view them as having the causal role attributed to 
them in cognitive-behavioural approaches. However, as previously outlined, there are 
some difficulties in providing empirical support for the cognitive hypothesis that 
cognitions do have a causal role in depression.
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Despite the above differences, there are similarities between these two approaches. 
Clearly, both approaches rely on the therapist having good clinical skills, to enable 
them to engage the client in a therapeutic relationship and to facilitate the process of 
change during the therapy. In addition, there are some more fundamental areas of 
overlap. Both theories are concerned with discovering the meanings that people attach 
to their experiences, and helping people to reach an understanding of themselves by 
connecting thoughts, feelings and desires. Both approaches hope that a change in 
underlying structures will be achieved through therapy, enabling people to have new 
adaptive ways of structuring experiences in the future (Beck, 1976). The final 
similarity between the two approaches is that neither have been reliably demonstrated 
to be effective. While it is possible to say that therapeutic interventions of both kinds 
appear to be useful, it has not been possible to demonstrate how they work and what 
mechanisms are important in, or responsible for, their success.
Conclusion
This essay has considered the psychoanalytic theories of depression formulated by 
Freud (1917), Klein (1940), and Arieti and Bemporad (1978). Each of these theories 
have slightly different perspectives on the aetiology and treatment of depression. 
Broadly, however, they emphasise the importance of early experiences in the aetiology 
of depression, and propose that these can be addressed by making use of transference 
and countertransference issues in the therapeutic relationship. In contrast, the 
cognitive-behavioural theories of depression discussed (Beck, 1967 and Seligman, 
1975) place little emphasis on early experiences and unconscious processes. Instead 
they focus on how peoples thoughts are related to their affect and their behaviour, and 
therapy is directive and time-limited, and centres around hypothesis testing.
However, the similarities between the approaches suggest that there are parallels 
between them. Both rely on therapeutic skills to investigate the meaning that people 
attach to their experiences, and involve working through problems to reach a structural 
change. The aim of both approaches is to enable people to develop new ways of 
responding to future experiences. However, more research needs to be carried out to 
determine whether the mechanisms that are thought to be in operation in each of the
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approaches are, in fact, responsible for the observed changes in depressed people. It 
would be useful to determine why some people are more suited to one type of therapy 
than to another, and how people with a wide variety of presenting needs and situations 
can benefit from the same therapeutic approach, regardless of its orientation. It is 
possible that the similarities underlying the different views of the aetiology and 
treatment of depression are responsible for the efficacy of the approaches, and that this 
explains why people can be successfully treated using either approach.
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Older Adult Essay (Year 3)
What is the theoretical basis fo r group therapy fo r older people, and is such therapy 
effective?
Introduction
The number of people aged seventy-five and over is increasing world-wide, and this 
population has high levels of psychological problems (Woods, 1996). Prevalence rates 
have been estimated at fifteen percent for depression (Livingstone, Hawkins, Graham, 
Blizzard and Mann, 1990) and thirteen percent for anxiety (Lindesay, Briggs and 
Murphy, 1989) although these two disorders often co-occur (Moffatt, Mohr and 
Ames, 1995). Older adults have the highest rate of suicide compared with other age 
groups (Cattell, 1988) and problems such as bereavement and social isolation due to 
loss of friends and family contribute to the psychological distress of older adults 
(Fielden, 1992). The incidence of organic conditions such as dementias increases as 
people age. Prevalence of moderate or severe dementia increases from approximately 
two percent in sixty-five to sixty-nine year olds, to more than twenty percent in people 
aged eighty and over (Woods and Britton, 1985).
Interest in working psychologically with older adults has increased with the expanding 
population, in part due to difficulties in prescribing psychotropic medication to this 
client group (Steuer, Mintz, Hammen et a l, 1984). There is a demand for a broader 
range of interventions in addition to ECT and pharmacotherapy, especially in relation 
to depression (Moffat et a l, 1995). Principles of individual and group therapy have 
been modified for use with older adults (Abraham, Niles, Thiel, Siarkowski and 
Cowling, 1991). Group therapy has been used in different settings, such as institutions, 
residential homes and the community, and with various groups of older adults 
including people with functional illnesses or organic conditions (Procter and Alwar,
1995).
A large variety of therapeutic models and emphases are included within the term 
“group therapy” (Procter and Alwar, 1995). This essay first considers the rationale for
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working in groups rather than individually. Then two influential theoretical approaches 
for therapy with functional problems (cognitive-behavioural and psychodynamic 
therapy) are outlined. Reality orientation and reminiscence therapy are discussed, as 
examples of theory driven approaches to group work with organic problems. Although 
this essay focuses on the theoretical aspects of group therapy, it is worth noting that 
logistical issues such as the location and timing of the group, staff involvement, and 
group membership, are also important as they can influence the success of a group 
(Abramson and Mendis, 1990; Femie and Femie, 1990).
Evidence for the efficacy of the approaches considered is contained within the 
descriptions for the rationale of each approach. It is hoped that this enables the relative 
merits of each approach to be easily evaluated. It is concluded that the evidence 
supports the efficacy of group work with older adults particularly for functional 
problems. However, there are methodological issues which should be addressed by 
future research in the area, in order for it to be clear that the observed improvements 
can be attributed to the therapeutic intervention, and to ensure that older adults would 
not be better served by individual therapy. Further research into identifying factors 
responsible for observed improvements would be a useful addition to the knowledge 
base surrounding psychological interventions with older adults.
Theoretical basis for group therapy
The main reason cited for the use of group therapy over individual treatment is the 
powerful effect of group dynamics, and therefore group therapy is indicated for people 
who are socially isolated and will benefit from interaction within a group (Toseland 
and Siporin, 1986). In addition, group therapy is often advocated because it is 
considered to be a more efficient use of therapist time (Toseland, 1990). Toseland and 
Siporin (1986) reviewed studies which compared individual and group therapy, and 
tentatively concluded that group treatment was at least as effective and efficient as 
individual treatment. They commented that there are not enough high quality studies 
comparing the two modalities, and it is of note that none of the thirty-two studies 
reviewed involved older adults.
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Group therapy can be particularly beneficial for older adults, as it directly addresses the 
social isolation that is often encountered by this client group. Groups are therefore well 
suited for older adults who are socially isolated, or who have interpersonal problems, 
or who would benefit from identifying new social roles (Toseland, 1990). However, 
there can be barriers to group participation, which include frailty, transportation, 
cultural norms which discourage group participation, or psychological problems which 
would be more appropriately addressed in individual treatment (Toseland, 1990) In 
addition, a large proportion of older people have some degree of sensory loss, such as 
deafness, and this should be considered as it may make participation in groups 
particularly difficult (Church, 1986).
Theoretical basis of cognitive-behavioural therapy
Beck (1976) proposed that depression occurs because of the existence of a cognitive 
triad (negative view of self, the world and the future), schemas (stable cognitive 
patterns which can distort perception of reality) and cognitive errors (e.g. dichotomous 
thinking and overgeneralisation). There is a specific link made between thought and 
affect (Laidlaw, 1997). Therapeutic techniques based on this model involve the 
identification and correction of negative automatic thoughts which predispose 
depressed people to distort their experiences. A behavioural component is also 
included in cognitive therapy (see e.g. Beck, Rush, Shaw and Emery, 1979) to help to 
weaken the association between negative thoughts, affect and behaviour.
Groups run using these principles encourage group members to become involved in the 
process of challenging thoughts, although a number of months may be required before 
this takes place (Abraham et al., 1991). Cognitive-behavioural groups tend to be 
focused, closed groups which run for a time-limited period. Steuer and Hammen 
(1983) commented that the focus on current concerns and skill development makes 
this approach useful for older adults. In addition, it can directly address the inactivity 
and social withdrawal that are often a feature of depression in older age, and can also 
be used to challenge negative beliefs and stereotypes about ageing (Steuer and 
Hammen, 1983). Most research involving older adults centres around the use of 
cognitive-behavioural therapy with depression (e.g. Moffat et ah, 1995; Abraham, 
Neundorfer and Currie, 1992; Beutler, Scogin, Kirkish et a l, 1987; Steuer et a l,
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1984). Studies which have investigated the efficacy of this approach in reducing 
depression in older adults are considered below.
Efficacy of cognitive-behavioural group therapy
The literature base outlining the efficacy of cognitive-behavioural therapy for 
depression indicates that this form of treatment is as effective as pharmacotherapy and 
other types of psychotherapy (see Robinson, Berman and Neimeyer, 1990 for a 
review). Gardener (1996) proposed that similar conclusions can be drawn from studies 
specifically concerned with therapeutic interventions for older adults, although there is 
relatively little research concerning efficacy of such treatments (Roth and Fonagy,
1996). Moffat et a l (1995) outlined a cognitive-behavioural programme which 
included homework tasks and sessions to challenge “destructive thinking.” However, 
they did not comment on the efficacy of the group, even though measures of mental 
health were used routinely as part of the assessment procedure. The authors propose 
to carry out a randomised study to address this.
Beutler and colleagues (1987) carried out a study comparing the effects of group 
cognitive therapy for depression with an antidepressant (Alprazolam). They found that 
group therapy was effective in reducing subjective measures of depression, and that 
there was a lower rate of attrition than in the medication group. The authors were, 
however, unable to demonstrate any specific effects of cognitive-behavioural therapy 
on the content of people’s thoughts. They criticised the absence of a control group 
intervention, as this makes it difficult to determine whether the therapeutic intervention 
or non-specific treatment factors were responsible for the change in depressive 
symptoms. Nonetheless, the results indicate that a psychologically oriented treatment 
can be at least as effective as a chemically based treatment, for depressed older adult 
outpatients.
There is some evidence from studies specifically involving older adults that supports 
previous research findings indicating the efficacy of cognitive-behavioural therapy for 
depression. A study which has compared cognitive-behavioural therapy and 
psychoanalytic approaches is considered after the section on psychoanalytic therapy.
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Psychoanalytic group therapy
There have been claims that there is little value in psychoanalytic work with older 
adults (Sheikh, Mason and Taylor, 1993). Freud (1905) and Abraham (1949) 
contended that the rigidity and withdrawal often encountered in older adults interferes 
with development of insight, and that analysis of transference is not possible for older 
people. In addition, disengagement has been seen as a necessary preparation for death 
(Sheikh et a l, 1993). Riley and Carr (1989) proposed that there has been an implicit 
assumption that (frail) older adults may be overwhelmed by negative emotions, and 
thus expressive therapeutic approaches are often avoided. However, there is no 
evidence in the literature that older adults are less able withstand the negative effects of 
psychotherapy than younger adults (Riley and Carr, 1989).
Psychoanalytic group therapy is based on concepts such as insight, transference and 
countertransference (see e.g. Yalom, 1985), and these can be used to guide group 
leaders’ interventions (Steuer, et a l, 1984). There is an emphasis on developing group 
cohesion and increasing interaction, with the group moving through stages of 
orientation and exploration, transition, working and termination (Abraham et a l, 
1991). Analysis of group dynamics is important, as interactions reveal how individuals 
attempt to deal with personal issues and how they manage distress in others (Riley and 
Carr, 1989).
Transference and countertransference are important mechanisms in psychoanalytic 
therapy, both individually and in groups. As discussed previously, it used to be thought 
that older adults, and especially those with cognitive impairments were unable to make 
use of transference (Sheikh et a l, 1993). However, more recent group psychotherapy 
has not supported this claim. Johnson (1985) commented on the transference issues in 
a group of older adults and proposed that because older adults are often dependent on 
their children, transference becomes a combination of therapist-as-parent and therapist- 
as-child. Countertransference issues often centre around the mortality of the therapist 
(Johnson, 1985).
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Efficacy of group psychoanalytic therapy
Reports of psychoanalytic therapy groups provide descriptive, experiential accounts of 
the groups and the process of the groups (e.g. Sheikh et a l, 1993; Riley and Carr, 
1989). Johnson (1985) described an expressive group psychotherapy approach, which 
made use of drama therapy to help with the expression of threatening material. 
Although there was no formal evaluation, the author commented that group members 
became interested in the group, and involved in other activities at the nursing home. A 
lower death rate was reported in the group, although there was no controlled study to 
support this claim.
This is true of much of the literature on group psychotherapy with the elderly. There 
are few attempts to run controlled studies, with randomisation to different treatment 
conditions, except in comparative studies (see below). There are few objective 
measures used, although the reports mentioned above attest that both the clients and 
the therapists benefited from participating in such groups. Future studies should 
attempt to establish efficacy using more formal evaluations, with controlled 
comparisons and outcome measures.
Comparative studies
Reviews of the comparative efficacy of these two approaches to individual treatment of 
depression have indicated that neither treatment is necessarily more effective 
(Gardener, 1996; Robinson et a l, 1990). Steuer et a l (1984) compared cognitive- 
behavioural therapy and psychodynamic group psychotherapy for older adults with 
depression. People in both groups showed significant reductions in observer-rated 
measures of depression and anxiety as well as self-report ratings. The authors found a 
statistically (but not clinically) significant difference between the two groups on the 
Beck Depression Inventory which favoured the cognitive-behavioural group. They 
noted that cognitive-behavioural therapy may “teach the scale,” and other authors have 
commented on this potential for artefact (e.g. Fielden, 1992). Nonetheless, given the 
small number of people who completed the course of treatment (twenty people), a 
statistically significant finding is impressive as there would have been low statistical 
power with such a sample size.
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However, a non-treatment control condition was not included, making it difficult to 
attribute the observed changes to the therapy. Although the authors discussed the 
ethical implications of using a waiting-list control group, it might have been possible to 
include a delayed-treatment control condition, as other researchers in this area have 
done (e.g. Thompson, Gallagher and Steinmetz-Breckenridge, 1987). Inclusion of an 
educational group, with no specific therapeutic input would have controlled for the 
experience of belonging to a group, thus enabling stronger claims to have been made 
about the efficacy of the treatment interventions.
Nonetheless, this appears to be the only study which has attempted to compare the use 
of cognitive-behavioural and psychoanalytic approaches to group work with older 
adults, and as such provides a useful starting point for future research. Other studies 
which have compared the use of two different therapeutic approaches also indicate the 
superiority of psychological treatment over no-treatment or education groups (e.g. 
Thompson, Gallagher and Steinmetz-Breckenridge, 1987; Abraham et a l, 1992).
Reality Orientation
Reality orientation, together with reminiscence therapy and validation, is the main 
approach adopted for group work with older adults suffering from cognitive 
impairment. Early advocates of reality orientation (RO) suggested that it can be used 
to stimulate unused areas of functioning and that this can help to address the 
withdrawal of older people from their environment (Powell-Proctor and Miller, 1982). 
Informal RO is carried out at all times by staff members and RO groups focus on 
planned discussions around orientation to time, place and person (Powell-Proctor and 
Miller, 1982). This approach has been criticised as people are often expected to learn 
facts which have little relevance to their everyday lives, and there is “a demeaning 
element in the continual memory testing” (Shoham and Neuschatz, 1985). There is also 
little evidence of functional improvement (Roth and Fonagy, 1996).
Efficacy of Reality Orientation
Proctor and Miller (1982) reviewed the efficacy of reality orientation and concluded 
that few well controlled studies have been carried out in this area. They found little 
evidence that RO provided more than small benefits, and that its effects did not
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generalise to situations beyond those covered in the programme. They commented that 
there is little research into the long-term benefits of such interventions. They were 
fairly critical of the approach, and suggested that it should only be used as a “stepping 
stone” to a more effective intervention.
More recently, Ferrario, Cappa, Molaschi and colleagues (1991) demonstrated the 
efficacy of this approach in improving cognitive performance and social behaviour of 
institutionalised older adults. However, the group included for comparison received 
no treatment, so it is difficult to discount the influence of non-specific treatment 
effects. This has been addressed by Baldelli, Pirani, Motta and colleagues (1993) who 
included a control group who attended social groups with the same frequency as the 
experimental group attended RO group, and small benefits were found in areas such as 
cognitive performance and levels of depression. Woods (1994) in a recent review of 
the area concluded that RO has a consistent but small effect on cognitive function. 
However, he stressed the importance of individualised programmes developed from a 
careful and detailed assessment; something which might be difficult to achieve in a 
group setting.
Reminiscence Therapy
Reminiscence therapy provides a non-stigmatising way of working with people with 
cognitive impairments, as it is age-appropriate and non-threatening to memory 
problems (Fielden, 1990). It has also been used as a treatment for depression (Arean, 
Pern, Nezu et ah, 1993). Reminiscence therapy involves sharing of memories within a 
group setting, thereby increasing social interaction, reducing isolation and developing a 
sense of mastery and self-esteem in older people (Gillies and James, 1994). It is hoped 
that the links built between people during groups will continue outside the groups 
(Fielden, 1990), a deviation in group boundaries which can be expected in this client 
group (Kimmel, 1991).
Efficacy of Reminiscence Therapy
Many studies report that there are gains for people involved in reminiscence, such as 
increased mood state and reduced feelings of loneliness (Fielden, 1990). It has also 
been shown to be effective at enhancing communication between people with dementia
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(Woods, 1994). Reported inconsistencies in efficacy studies may be due to the failure 
to specify the types of reminiscence involved (Watt and Wong, 1991). There is some 
suggestion that the benefits of reminiscence may depend on the client groups that 
participate, with nursing home residents faring worse than people who live 
independently (Hewett, Asamen, Hedgespeth and Dietch, 1991).
Singer, Tracz and Dworkin (1991) reported the effects of a reminiscence group for 
older adults, and found that participants talked more over time, developed a sense of 
cohesiveness and improved on staff-rated measures of depression. However, no 
control group was included making it more difficult to conclude that the observed 
improvements occurred as a result of the reminiscence. Fielden (1990) reported the use 
of reminiscence as a therapeutic intervention with sheltered housing residents. The 
design of the study compared a reminiscence group with a group in a different housing 
complex which focused on the “here-and-now.” Fielden found that there was a 
significant increase in the psychological well-being and the social contacts of the 
reminiscence group. She therefore concluded that more than socialisation is 
responsible for the changes in a reminiscence group. She proposed that “perception of 
intimacy” made the difference between the two groups. However, groups from two 
different housing complexes were included in the study. Although the groups were 
similar at the start of the intervention on relevant variables, it is possible that other 
unmeasured differences might account for the observed changes.
Conclusion
Group therapy has been carried out with older adults using a variety of theoretical 
frameworks, several of which have been considered in this essay. The principle theories 
underpinning group work with functional disorders are cognitive-behavioural and 
psychoanalytic therapy. Work with people with organic conditions such as dementia 
tends to be based on theories of reality orientation and reminiscence therapy. The 
evidence presented suggests that cognitive-behavioural and psychoanalytic group 
therapies are both successful at reducing levels of distress in older adults, and as 
effective as individual therapy and pharmacotherapy. The only randomised, 
comparative trial (Steuer et a l, 1984) suggests that cognitive-behavioural group 
therapy leads to a significantly better performance on the Beck Depression Inventory
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than psychodynamic group psychotherapy. However, there is a need for more 
controlled, randomised studies, and further direct comparisons between therapies 
which include controls for the effects of group membership to enable firm conclusions 
to be made about the relative efficacy of different approaches.
For the therapies more traditionally used for organic conditions, the evidence is less 
conclusive. It appears that reality orientation works in limited situations, with little 
generalisation, and may be “demeaning” to older adults. Reminiscence therapy 
provides a less-threatening age-appropriate intervention, and appears to provide 
benefits beyond those provided by socialisation. Further controlled studies are needed 
to determine what factors in reminiscence are responsible for the observed changes.
In conclusion, it seems that there is value in carrying out group work with older adults, 
and that most work has a secure theoretical basis. However, further controlled studies 
and comparisons between different theoretical approaches and treatment modalities are 
required in order to make stronger claims about treatment efficacy. Studies which 
investigate the factors responsible for observed improvements in functioning would 
provide useful information concerning group work with older adults.
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Clinical Experience Summary
Summary of Clinical Experience
Adult Mental Health Core Placement (Year 1)
This placement was divided between a Community Mental Health Team (CMHT) and 
a fund-holding GP surgery and the majority of therapeutic work involved primary care 
clients. Work was undertaken with thirteen people with a wide variety of presenting 
problems, including anxiety, depression, obsessive-compulsive disorder, domestic 
violence and anger management. Clients came from the full age range covered by the 
adult specialty, and from several different cultural and ethnic backgrounds. Two 
neuropsychological assessments were completed over the course of this placement. 
Regular attendance at ward rounds and CMHT meetings developed my understanding 
of the role of clinical psychologists in these areas. Planning was carried out for a 
support group for carers of elderly relatives, but none of the referred participants took 
up the offer of the group following an informal introductory session. Additional 
experience gained on this placement included attending a one-day course on “Skills for 
Bereavement” and carrying out a research project looking at undetected depression in 
primary care. This project involved qualitative interviews with 11 participants, and 
several informal teaching and feedback sessions with the GPs involved.
Learning Disabilities Core Placement (Year 1)
A Community Support Team (CST) provided the base for this placement. A variety of 
clinical work was undertaken, including individual work with two clients and indirect 
work with staff groups for two other clients. Five assessments using a wide range of 
assessment tools were carried out to determine each client’s strengths and needs or 
level of learning disability. Two assessments of possible cognitive decline were 
completed using a battery developed for this purpose. A teaching session about basic 
neurology and its relation to this client group was provided to the staff of the Day 
Unit, and the use of relaxation tapes was discussed with a Community Nurse. A 
number of different meetings were attended over the course of this placement, 
including IPPs, risk assessments, planning meetings and speciality meetings, as well as 
staff group and CST meetings. An audit of communication between the CST and 
outside agencies was undertaken for the local NHS Trust quality audit department. 
This has been written up and is included in the research component of this portfolio.
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Child and Adolescent Core Placement (Year 2)
This placement was divided between the Children’s Centre at Queen Mary’s University 
Hospital, Roehampton and a community health centre. A variety of clinical work was 
undertaken, including individual therapeutic work with children, joint sessions with 
parents and children, and individual sessions with parents. Three neuropsychological 
assessments were carried out: two with children who were suspected of having a 
diagnosis of Attention Deficit and Hyperactivity Disorder (ADHD) and one with a 
child with possible dyslexic difficulties. In addition, joint work was carried out with the 
placement supervisor. I had the opportunity to observe and be involved in the 
formulation of several cases at a Family Therapy clinic. I co-facilitated a group for 
parents of children with sleep disturbance with my supervisor, and was involved in the 
planning of a two-day workshop on parenting skills given by the Child specialty. 
Additional experience gained on this placement included working for one session a 
week at a Social Services Under 5’s Centre, and observations of a variety of different 
healthcare and social service professionals. In addition, I attended a conference 
outlining the effects of domestic violence on children, and participated in the Parenting 
Skills course run by the child specialty.
Specialist Neuropsychological Assessment Placement (Year 2)
The focus of this placement, based at Atkinson Morley’s Hospital, was 
neuropsychological assessment. During the placement, I assessed a wide range of 
neurological and neurosurgical patients, using a variety of neuropsychological tests. I 
developed skills in administering neuropsychological tests, interpreting the results and 
writing neuropsychological reports. In addition, I carried out a piece of therapeutic 
work with a woman who was suffering non-epileptic seizures. I gave a presentation 
about the role of psychology in assessment to neurology registrars and house officers 
and gave a teaching session to a nurse about the role of psychology in assessment of 
dementia. Further experience gained on this placement includes attending weekly 
multi-disciplinary meetings on neurological and neurosurgical wards, bi-weekly case 
presentations, department meetings and a special interest group meeting. In addition, I 
attended the third day of the British Neurological Society (BNS) conference and a one 
day course entitled “malingering and emotional factors in neuropsychological 
performance.” My small scale research project was carried out on this placement.
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Older Adults Core Placement (Year 3)
This placement was divided between two community mental health teams for the 
elderly (CMHTEs). A wide range of clients were seen for therapeutic work around 
issues such as bereavement, physical ill-health, anxiety, depression, agoraphobia and 
obsessive ruminations about suffering from AIDS. In addition, a behavioural 
programme was developed for nursing staff to help in the management of a man with 
sexually disinhibited behaviours, and two assessments of people with suspected 
dementia were carried out. One piece of work was conducted jointly with the 
placement supervisor. I attended weekly CMHTE meetings, and attended a special 
interest group meeting where psychotherapy for dementia was discussed. My large- 
scale research project was carried out on this placement, and this involved several 
presentations and negotiation and liaison with consultant psychiatrists and team 
members.
Specialist Child and Adolescent Placement (Year 3)
This placement was based in the department of child and family psychological medicine 
at St Peter’s Hospital, Chertsey. Over the course of the placement I had the 
opportunity to work in a variety of different ways, including individually, jointly with 
other professionals and as part of a reflecting team. In addition, I was part of a family 
therapy team for one case which I followed through the family therapy clinic. I have 
experienced working within a variety of different models including cognitive- 
behavioural therapy, systemic work, and family therapy and have used techniques such 
as externalising problems and the use of metaphor in therapy. Further experience 
gained on this placement included participating in a consultation clinic for local health 
visitors, liaison with the hospital school and attending a review meeting and being 
involved in discussions around an emergency case of deliberate self-harm. In addition, I 
have taken part in discussions relating to child protection issues and attended a special 
interest group meeting and an Inter-Clinic conference on eating disorders.
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Adult Mental Health Core Placement Summary
Location: Morden Hall Medical Centre, Merton, and
Tooting and Furzedown Community Mental Health Team, 
Springfield Hospital, Tooting 
Dates: October 1995 to March 1996
Supervisor: Jane Street
Departmental Base: Springfield Hospital, Tooting
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Adult Mental Health Core Placement Contract
Pathfinder NHS Trust
The main aims of the placement are:
A. To develop competency in psychological assessment and treatment of adults with
mental health problems. This is to include:
i) Individual person-centred therapy with a range of suitable clients including an 
anxiety problem, a depression problem and adjustment difficulties.
ii) Where possible, independent client work with an obsessive-compulsive 
disorder, an eating disorder, a survivor of childhood sexual abuse, substance 
misuse, a somatic disorder, a personality disorder, difficulty with suicidal 
ideas and problems with compulsive behaviour.
iii) Clients of both sexes across the age span covered by the placement. Also 
clinical contact with at least one client (and preferably substantially more) 
from a different cultural and/or ethnic background.
iv) One formal cognitive/neuropsychological assessment under observation by a 
trained clinical psychologist, and at least one other psychometric assessment 
independently.
v) Attending a number of inpatient ward rounds, and where possible gaining 
direct experience of working with clients with longer term mental health 
problems.
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B. To gain an understanding of the role of clinical psychologists within adult mental 
health, and to gain experience of various settings in which psychologists work. 
This is to include:
i) Observation of clinical psychologists at work in different settings in the area 
of adult mental health.
ii) The opportunity to observe/discuss the role of other professionals working in 
adult mental health sendees and primary care services.
iii) Carrying out assessment and treatment both in outpatient services and at a GP 
surgery.
iv) Taking part in a number of multi-disciplinary team meetings.
v) Attending a number of departmental meetings and special interest group 
meetings where possible.
vi) Gain an awareness of issues relating to primary care versus secondary care 
psychological services.
C. To receive regular supervision. This is to include:
i) Formal supervision of two hours per week to discuss theoretical and practical 
issues, and other placement issues as appropriate.
S ig n ed
Vxy2_X-
Louise Paque ^ane Street
(Clinical Psychologist in training) (Principal Clinical P sy c  o og is )
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Adult Mental Health Case Report Summary
Cognitive-behavioural therapy fo r Obsessive-Compulsive Disorder 
This report discusses a 31 year old woman (Ms A.) who was referred to a primary care 
based psychology service following the death of her mother. At the time of referral, 
she was obsessively examining her breasts due to concern that she was going to die of 
cancer. Assessment revealed four possible areas for intervention: (a) Ms A /s fear of 
dying from cancer; (b) her compulsive checking of the flat; (c) her grief following her 
bereavement; and (d) her panic attacks on tubes.
Therapy was used to explore the obsessive checking, as this was causing the most 
disruption to Ms A /s life. The aim of therapy was to reduce the checking behaviour to 
a level which she found acceptable. At the start of therapy, Ms A. was checking her 
flat up to eight times before she could leave, and was checking each appliance in four 
sets of six. The difficulties were formulated from a cognitive-behavioural perspective. 
It was hypothesised that the checking rituals were reducing Ms A /s grief and her 
anxieties about her own death, and helping her to maintain a sense of control. The 
concept of obsessive-compulsive disorder as a "neurological loop” which needs to be 
interrupted was also introduced, to help Ms A. to engage in therapy.
The treatment plan involved developing the use of visual imagery to interrupt Ms A /s 
checking behaviour. She used a system of imagining a door closing behind her as she 
walked to her front door, so that she could not return to the flat and check again. A 
system of gradual reduction in the number of times Ms A. was "permitted” to check 
the flat was also used, in conjunction with diary sheets.
Treatment ended with a referral to the local Community Mental Health Team. Ms A /s 
checking had reduced to a level where she was satisfied. She was just "glancing” round 
the flat before leaving, with no need to look at appliances more than once. Thus, the 
aims of therapy had been achieved. However, there had been a resurgence in Ms A /s 
health anxieties and grief reaction, and she was becoming increasingly concerned about 
her use of alcohol. The referral to the Community Mental Health Team was intended 
to enable Ms A. to further explore these issues.
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Learning Disabilities Core Placement Summary
Location: Elmbridge Lodge, Thames Ditton, Surrey
Dates: April 1996 to September 1996
Supervisor: Karen Long
Departmental Base: Kingston Hospital, Kingston-upon-Thames, Surrey
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Learning Disabilities Core Placement Contract
Kingston and District Community NHS Trust
AIMS OF PLACEMENT:
To acquire knowledge in the assessment and treatment of adults with a learning
disability to gain understanding of the needs of this client group, their carers and the
services they use.
OBJECTIVES:
By the end of the placement, Louise should have:
* Spent some time getting to know people with a learning disability, an understanding 
of the network of services surrounding people with a learning disability and be able 
to describe the range of services available.
* An understanding of the roles of professionals working with this client group.
* An understanding of the role of multidisciplinary teams in providing services to 
adults with learning disabilities and also to have contributed to their work.
* An understanding of the needs of people with a learning disability and should know 
about their typical life experiences and have become more familiar with the ways of 
relating to people with disabilities.
* An understanding of the effects of disability on families.
* Become aware of the impact of recent legislation on services for people with a 
learning disability.
* An insight into the organisation of the Community NHS Trust.
* Learned how to administer and interpret a variety of psychometric tests for adults 
with a learning disability (e.g. WAIS-R, Leiter, BPVS, Neale).
* Gained an understanding and experience of the range of skills assessments used with 
people with a learning disability and have made an evaluation of their strengths and 
weaknesses (e.g. HALO, ABS, STAR, Pathways to Independence, Whelan and 
Speake Coping Schedule etc.).
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* Been involved with working with clients with a range of degrees of intellectual 
impairment.
* Undertaken work with a client to assess and reduce problem behaviours.
* Undertaken individual therapeutic work with a client with a mild learning disability.
* Undertaken work with a client to promote the development of skills.
* Experience of staff training.
* Undertaken and experienced work as a direct carer.
* Some experience of sexuality issues, bereavement and loss issues and interpersonal 
problems such as in managing anger and being assertive.
* Undertaken work to support direct care staff.
THESE OBJECTIVES WILL BE ACHIEVED BY:
* Visiting residential establishments in Health, Social Services and the voluntary 
sector.
* Visiting day services run by Health, Education and Social Services.
* Attending multidisciplinary team meetings and specialty meetings.
* Meeting with members of Community teams to learn about their work (e.g. 
Community Nurse, Psychiatrist, Speech and Language Therapist, Resettlement 
Officer, Social Worker, Care Manager).
* Joint work with team members.
* Working a shift in a residential establishment.
* Working sessions in a Day Unit.
* Receiving two hours of supervision a week.
* Reading appropriate literature.
* Observing supervisor.
* Attending relevant meetings, case conferences and reviews.
* Working directly with clients.
* Working with clients’ carers.
* Visiting a long stay hospital.
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AND MORE SPECIFICALLY:
* To undertake a HALO and write a Strengths and Needs report for a client and 
staff/carers.
* To carry out an assessment of a client’s intellectual functioning using the WAIS-R 
and Leiter. To cany out an assessment of a client’s reading skills using the Neale-R.
* To work jointly with a psychiatrist to carry out an initial assessment and obtain a 
developmental history of a client by interviewing the client’s carers and family.
* To work with a client from a different ethnic or cultural background.
* To complete the Adaptive Behaviour Scale with a client to compare to the HALO.
* To carry out an assessment of a client’s intellectual functioning in order to create a 
baseline for future assessment of cognitive deterioration.
* To cany out an assessment of a client’s sexual knowledge and sexual orientation. 
To devise and implement appropriate teaching package.
* To carry out an assessment and treat a client’s pica, mealtime difficulties and 
inappropriate social behaviours within a residential and day service setting.
* To assess and treat a client’s challenging and disruptive behaviours in a residential 
and day service setting.
* To carry out individual psychotherapeutic work with two more able clients around 
issues of anger, anxiety, self-concept and coping with a disability.
* To carry out a skills building programme to teach a client to cross roads and shop
locally.
* To present a case study at a Specialty meeting, with relevant research.
ALSO POSSIBLY REQUIRED:
* Group work.
* Project work/research on placement.
* Quality Audit.
Ka r en  Lo ng
Chartered  Clinical Psychologist
Louise  Pa q u e
Psychologist  in  Clinical T r a in in g  
with Ka r e n  L ong
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Learning Disabilities Case Report Summary
Behmnoural inten’ention fo r challenging behaviour
This report considers the case of a 30 year old man with Down’s Syndrome who was 
referred to psychology services for difficulties occurring at lunch times at his Day 
Centre. Assessment tools included interviews with the staff and unstructured and semi­
structured observations of Mr B. Problem behaviours included taking food from other 
clients, throwing food and pouring water on the floor. In addition, there had been an 
increase in masturbation and other stimulatory activities. Assessment revealed that staff 
interaction with Mr B. was limited to instructions or reactions to Mr B. standing up or 
trying to take food. The staff were often busy with clients who had a high level of 
physical need, and therefore Mr B., who was relatively able, tended to be neglected.
The case was formulated from a behavioural perspective: Mr B. was only involved in 
interactions with the staff when he demonstrated ‘‘undesirable behaviours.” The 
increased contact was contingent on these behaviours and acted as a social reinforcer. 
Therefore, the frequency of these behaviours had increased, and it was likely that this 
would continue, particularly as the reinforcement schedule was intermittent (i.e. staff 
did not respond to every episode of behaviour). In addition, it was hypothesised that 
Mr B. was understimulated by his current environment, and that this had resulted in the 
increased self-stimulatory activities.
The treatment plan focused on the behaviour at lunch time. Results of the assessment 
were discussed with the staff, and behavioural guidelines were produced. These 
outlined a schedule of Differential Reinforcement of Other behaviour (DRO), where 
reinforcement became contingent on desirable behaviours and Mr B. was ignored when 
carrying out undesirable behaviours. In addition, Mr B. was provided with his own box 
of activities to encourage his exploration of the sensoiy world.
Treatment ended with a planned follow-up visit which revealed a marked difference in 
the number and quality of staff interactions with Mr B. In addition, staff perception of 
the situation had changed. The absence of objective baseline measures in this case is 
discussed.
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Child and Adolescent Core Placement Summary
Location: Leon Gillis Children’s Centre, Queen Mary’s Hospital, and
Teddington Clinic, Teddington, Middlesex 
Dates: October 1996 to March 1997
Supervisor: Olga Watts
Departmental Base: Queen Mary’s Hospital, Roehampton, London
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Child and Adolescent Core Placement Contract
Richmond, Twickenham and Roehampton Healthcare NHS Trust
AIMS OF PLACEMENT:
i) To enable trainee to develop a level of clinical skills and competence consistent
with this stage of training.
ii) To introduce trainee to the full range of clients referred to the Clinical
Psychology Service for Children and Families and to raise awareness of their 
needs.
iii) To enable trainee to gain experience of the range of possible psychological 
assessments, therapeutic interventions and theoretical models used in working 
with children and families.
iv) To enable trainee to develop experience of working within a range of service
settings.
v) To enable trainee to develop awareness of broader systemic and service related
issues.
CLINICAL EXPERIENCE
Experience will be gained in the following ways: 
as an observer;
as a participant in joint assessment and therapy; 
by seeing clients independently;
through discussion about supervisor’s ongoing casework.
CLIENT WORK
i) Range of clients. As far as possible, the trainee will gain experience with the 
range of clients outlined in the Core Placement in Child and Adolescents 
Placement Guidelines (2nd draft, Oct 1994) Appendix 1. One session per week 
will probably be spent in the Social Services Department Under 5s Centre.
ii) Range of presenting needs/problems. As far as possible, the trainee will gain 
experience with the range of clients outlined in the Core Placement in Child and 
Adolescents Placement Guidelines (2nd draft, Oct 1994) Appendix 1.
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iii) Number of clients. The trainee will take on 8 to 10 independent cases. A 
proportion of these may be assessment which do not lead to treatment. The 
trainee will co-facilitate a Parents’ Group.
iv) Neuropsychological and cognitive assessment. The trainee will cany out at 
least one in-depth assessment.
ADDITIONAL CONSIDERATIONS:
i) The trainee will keep administrative records consistent with the requirements of 
the department.
ii) The trainee will attend and participate in departmental and specialty meetings 
as well as other professional developmental activities appropriate to the 
placement.
iii) The guidelines for Minimum Standards on placement (Appendix 2) will be 
taken into consideration and will be provided as far as is possible.
iv) The equivalent of one session per week is to be safeguarded by the trainee for 
study time.
+>
Louise Paque
Trainee Supervisor
Oloa Watts
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Child and Adolescent Case Report Summary
Behavioural treatment o f sleep and behaviour problems using group work and 
individual sessions
C. is a 20 month old girl who was initially seen as part of a behavioural sleep group, 
and was then seen individually to address some residual behaviour problems. Pre- 
intervention measures revealed that C. had a severe sleep problem, waking on average 
three times a night, and taking up to an hour to settle each time. In addition, C. was 
regularly sleeping in her parents’ bed.
In the initial formulation, it was hypothesised that C.’s sleep problem was primarily one 
of settling, as she did not have an established sleep routine, and had not learnt to fall 
asleep without the presence of her parents (Ms D. and Mr E.). This was addressed 
within the sleep group, and a description of the group is included within the report. It 
was initially necessary to work with M sD.’s explanation that C. was waking up in the 
night for her bottle. The bottles were withdrawn, but there was no change in C.’s 
sleep, so a programme of gradual withdrawal of attention at settling was established. 
By the final session of the group, outcome measures suggested that there had been a 
considerable change in C.’s sleep pattern: she was only waking once a night, and 
taking fifteen minutes to settle.
However, it became apparent over the course of the group that C. had some 
behavioural problems that Ms D. was finding difficult to manage. There was also 
increasing tension between Ms D. and Mr E. as C. did not want to spend any time with 
him. Assessment revealed that Ms D. did not have many strategies for managing C.’s 
behaviour, and it was hypothesised that C.’s behaviour was reinforced by the negative 
attention that she received from Ms D. The different management strategies discussed 
with Ms D. are outlined in the report, and by the final session there had been a 
substantial improvement in C.’s behaviour. This progress was not maintained at 
planned follow-up, and possible reasons for this change are discussed. The strengths 
and weaknesses of the therapeutic work are evaluated.
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Specialist Neuropsychological Assessment Placement Summary
Location: Atkinson Morley Hospital, Wimbledon, London
Dates: April 1997 to September 1997
Supervisor: Annette Schwartz
Departmental Base: Wolfson Medical Rehabilitation Centre, Wimbledon, London
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Specialist Neuropsychological Assessment Placement Contract
St. George’s Healthcare NHS Trust 
THE PLACEMENT
The Trainee will be able to assess a wide variety of neurological and neurosurgical 
patients to the expected standard. They will be able to select tests, interpret them and 
be able to collate results in a neuropsychology report. They will also be able to 
formulate a neuropsychological opinion. The Trainee will develop some understanding 
of follow up and rehabilitation issues. There will be the opportunity to carry out 
clinical research.
The trainee will also have developed some understanding of the role of the many other 
professionals working in this field and how the role of psychologist fits with these 
other professionals.
METHODS
The trainee will be become familiar with a wide range of tests.
It is expected that the trainee will see at least one patient from an ethnic minority.
It is expected that the trainee will see at least one patient with a suspected dementia, 
CVA, head injury, brain tumour, and progressive neurological disease, e.g. multiple 
sclerosis.
The trainee will see at least one in-patient and at least one out-patient.
It is hoped that the trainee will be able to undertake at least one child 
neuropsychological assessment.
It is hoped that the trainee will be able to undertake one follow-up rehabilitation case.
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It is hoped that the trainee will be able to undertake some clinical research during the 
placement.
SUPERVISION
The trainee will be able to observe the supervisor carrying out at least one 
neuropsychological assessment.
The trainee will be observed by the supervisor carrying out at least one 
neuropsychological assessment.
The trainee will be expected to complete the induction programme.
The trainee will be expected to dress appropriately and to work the equivalent of a 37 
hour wte week.
The trainee will receive 2 hours a week supervision for the first part of the placement.
83
Specialist Neuropsychology Case Summary
Specialist Neuropsychological Assessment Case Report (Year 2)
Transient reversal o f writing in a five-year old girl, following a head injury
This report discusses the neuropsychological assessment of a five-year old girl (F.) 
who was struck by a car while crossing a road, and suffered a head injury of moderate 
severity. A computerised tomography (CT) scan carried out three days post-injmy 
revealed evidence of a severe head trauma with a left frontal fracture, underlying 
haematoma and contusion in the left frontal lobe. Following the accident, F. started to 
write from right to left, with an accompanying reversal in the orientation of the letters.
F.’s performance on standardised neuropsychological tests and on novel and informal 
tests of writing is discussed. Examples of F.’s spontaneous writing, writing to dictation 
and copying are included in the report. The initial assessment session suggested several 
possible explanations for F.’s difficulties with writing. Generalised problems with 
language could have been affecting her ability to write. Alternatively, verbal memory 
difficulties, spelling problems, motor problems or right-left disorientation could 
account for the observed difficulties.
In the two weeks between the assessment sessions, F. appeared to make a spontaneous 
recovery, with no further disruption to the direction of her writing. The results of the 
second assessment suggested that the accident had had little detrimental effects on 
spoken language and memory. There was no evidence of generalised intellectual 
impairment, motor difficulties or apraxia. However, there did seem to be ongoing 
difficulties with orientation, despite the apparent recovery of writing direction.
It is concluded that the most likely explanation for F.’s performance is an ongoing 
difficulty with spatial information, with some residual right-left disorientation. This 
case may indicate that writing draws on general processing resources for spatial 
analysis with an initial disruption of the processes which mediate the direction of 
writing and the orientation of letters. Two possible mechanisms for the observed 
difficulties are proposed, and further possible investigations and difficulties with this 
case are discussed.
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Location:
Dates:
Supervisor: 
Departmental Base:
Older Adult Core Placement Summary
Guilford Community Mental Health Team for the Elderly, 
Famham Road Hospital, Guildford, Surrey, and 
Waverley Community Mental Health Team for the Elderly, 
Branksome House, Godalming, Surrey 
October 1997 to March 1998 
Ajay Kapoor
The Ridgewood Centre, Camberley, Surrey
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Older Adult Core Placement Contract
Heathlands Mental Health NHS Trust
PLACEMENT AIMS:
Collaborative work is undertaken to ensure that this Older Adult Core Placement at
Heathlands Mental Health NHS Trust fulfils the criteria outlined under “Evaluation of
the trainee on an older adult placement - Draft, July 1994” in the University of Surrey
placement handbook.
The aims include:
1. To develop a knowledge of the role of different professionals within the CMHTE 
and of the range of services available to clients. This is to be achieved through 
attending team meetings, shadowing members of staff and visiting services
2. To develop skills in formulation drawing on a range of models, including cognitive, 
behavioural, systemic and possibly psychodynamic models
3. To continue to develop therapeutic skills using audio-recording of sessions, where 
possible, to facilitate feedback
4. To consolidate previous knowledge of neuropsychological assessment tools, within 
the context of a service designed specifically for older adults
5. To see approximately ten clients for independent treatment, covering a range of 
ages and, if possible, including someone from a different ethnic background
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Desirable specific activities include:
• Working with clients with organic, functional and ill health problems (e.g. chronic 
pain)
• Working with carers
• Clinical areas of focus: depression, bereavement, abuse, cognitive change with age, 
strokes, dementia, adjustment and adaptation difficulties, mortality
• Professional areas of focus: consultancy and teaching
• A piece of systemic work, to be written up as a case report to meet the University 
of Surrey requirements
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Older Adult Case Report Summary
Individual cognitive-behavioural therapy fo r depression in an older woman 
with chronic health problems
This report discusses the case of Mrs G., a 71 year old woman referred for 
psychological treatment in a Community Mental Health Team for the Elderly 
(CMHTE). On assessment, Mrs G. had a score of 27 on the Geriatric Depression Scale 
(GDS) indicating that she was moderately to severely depressed. She reported low 
mood, disrupted sleep and eating patterns and negative thoughts. She had reduced her 
recreation, and was therefore socially isolated and subjectively lonely. She had a 
number of physical health problems, and was expressing marked suicidal ideation.
Mrs G.’s difficulties were formulated from a cognitive-behavioural perspective, and a 
mind map was used to conceptualise the formulation. It was hypothesised that Mrs
G.’s assumptions (CT am unlovable; I am worthless”) developed from her early 
experiences of feeling neglected by her parents. These were reactivated by her 
husband’s treatment of her and their eventual divorce. Her more recent ill-health and 
disability had confirmed her belief that she was just filling in time until her death, and 
this reinforced her suicidal ideation. Mrs G. was also caught in a cycle of inactivity, 
compounded by her social isolation and the limits imposed on her leisure activities by 
the disabilities of Mr H. and her own excess disability.
The treatment plan focused on thought monitoring, challenging negative automatic 
thoughts and developing alternative responses. Diary sheets were used initially to help 
this process, but Mrs G. found them difficult to use. Possible reasons underlying this 
are considered. Increasing Mrs G.’s activity levels was also integral to the therapy.
Treatment ended with a planned discharge. Although Mrs G.’s score of 21 on the GDS 
was still in the moderate-severe depression range, the number of negative cognitions 
used in spontaneous speech had decreased, as had her suicidal ideation. In addition, 
Mrs G. had improved on behavioural measures, most notably having started to teach 
painting again. The strengths and weaknesses of the work are discussed.
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Specialist Child and Adolescent Placement Summary
Location: Department of Child and Family Psychological Medicine
St Peter’s Hospital, Chertsey, Surrey 
Dates: April 1998 to September 1998
Supervisor: Bruce Holroyd
Departmental Base: Elmside, Surbiton, Surrey
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Specialist Child and Adolescent Placement Contract
Kingston and District Community NHS Trust 
PLACEMENT
This is a specialist child, adolescent and family placement. The Department of Child 
and Family Psychological Medicine is a multi-disciplinary service based in a General 
Hospital with small outreach clinics. The service sees children and adolescents from 
birth up to 18 years of age, and their families or carers. There is extensive liaison and 
communication with other agencies, including Social Services, Education and Health 
Visitors. A full range of problems is seen within the Department, but there is only a 
very limited in-patient service. The Clinical Psychologists in the team also provide uni- 
disciplinary Paediatric Psychology Clinics and have input to the Hospital Child 
Development Nursery.
AIMS
1. To extend experience gained on the core child and family placement with a 
particular focus on therapeutic work.
2. To develop skills in assessing and providing treatment within a family systems 
model of therapy, through joint work and involvement in a family therapy clinic 
working as part of a team.
3. To enhance therapeutic skills for working within behavioural and cognitive- 
behavioural models with children and adolescents.
4. To experience working in a consultative capacity with primary care workers.
5. To provide an opportunity within supervision for reflecting upon the process of 
therapy.
6. To increase understanding of child protection issues within a child and adolescent 
mental health setting.
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METHOD OF ACHIEVING AIMS
1. Observation of supervisors and multi-disciplinary colleagues.
2. Contact with clients, carers and relevant professionals.
3. Joint work and involvement in family therapy clinic.
4. Involvement in consultation clinics for health visitors and school nurses.
5. Reading.
ADDITIONAL EXPERIENCES
1. Involvement in the Department’s Deliberate Self Harm Service
2. Participation in Department Team Day which focuses on team dynamics and 
services issues.
3. Involvement in teaching.
REPORTS OF CLINICAL ACTIVITY
Completion of reports and records of activity as required by placement setting and 
course.
SUPERVISION
Formal supervision will be 2 hours per week.
TIMETABLE
Based at St Peter’s Hospital
Occasional Wednesdays at Kingston and District Psychology bases.
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Literature Review (Year 1)
The “theory o f mind” hypothesis: How can it help people with autism? 
INTRODUCTION
Hermelin and O'Connor (1970) conducted a series of experiments investigating the 
basic cognitive deficit in autism and concluded it was the "inability to encode stimuli 
meaningfully.” More recently, Baron-Cohen, Leslie and Frith (1985) have suggested 
that children with autism lack a "theory of mind,” and that this may be the single, 
primary deficit in autism, although it seems likely that several deficits co-occur in this 
disorder (Frith and Happé, 1994). Despite the vast literature concerned with 
underlying mechanisms, there has been little emphasis placed on how our 
understanding of autism at a psychological level can be used to remediate its disabling 
effects. The "theory of mind” account has identified a single cognitive deficit which 
may explain the behavioural impairments of autism. This approach lends itself to 
intervention: teaching an understanding of theory of mind should remediate the social 
disabilities of autism. This review investigates whether the literature in this area 
supports this.
Description of autism
Autism was first described by Kanner in 1943, who presented the case histories of 
eleven children with “a combination of extreme autism, obsessiveness, stereotypy and 
echolalia” (p250). Autism remains behaviourally defined, with diagnostic criteria 
requiring delays in social interaction, communicative language and imaginative or 
symbolic play before the age of three (DSM-IV, APA, 1994). Wing and Gould (1979) 
introduced the concept of a continuum of autistic conditions, and identified a 'Triad of 
impairments” in social interaction, communication and imagination which is specific to 
the continuum. Prevalence rates for “typical” autism vary from 1.2 to 8.4 per 10,000 
people, with total variance ranging from 3.3 to 16.0 per 10,000 (Wing, 1993).
Definition and origins of "Theory of Mind”
The term “theory of mind” was first used by Premack and Woodruff (1978) with 
reference to their work with chimpanzees. They defined theory of mind as the ability to
93
Literature Review (Year 1)
impute mental states (e.g. believing, thinking, knowing, pretending) to oneself and 
others. Hobson (1990) has raised philosophical objections to this approach, which 
include difficulties concerning how the developing child’s mental state can be 
differentiated from those of others. Hobson proposes that a sense of others is 
necessary before it is possible to have an understanding of "self’ and that the 
impairments in autism lie in "affectively grounded interpersonal relations.”
Wimmer and Pemer (1983) investigated at what age normal children develop a theory 
of mind. They used a "false-belief’ paradigm, suggested by Dennett (1978) as a 
method of establishing the existence o f theory of mind. Wimmer and Pemer (1983) 
found that children were first able to demonstrate an understanding of false-belief 
between four and six years o f  age. They concluded that "correct performance ... 
depended on correct representation of different or even conflicting epistemic states” 
(pl27). Pemer and Wimmer (1985) investigated second order representations, which 
concern what one character thinks about another character’s beliefs. They found that 
this ability develops later than first order representations, at around six or seven years 
old.
REVIEW OF THE THEORY OF MIND HYPOTHESIS 
Evidence for lack of theory of mind in people with autism
Baron-Cohen, Leslie and Frith (1985) gave a variation of the Wimmer and Pemer 
(1983) "false-belief’ test called the Sally-Ann task to children with autism. This task 
involved two dolls. Sally put a marble in her basket, went out to play and while she 
was gone, Ann moved the marble to her box. The children are required to say where 
Sally will look for her marble when she returns (i.e. in the basket). Bâron-Cbhen et a l 
found that 80% of children with autism failed this test, whereas 85% of normal and 
Down’s syndrome children passed. The authors suggested that the autistic children in 
this study did not possess a theory of mind, and failed “false-belief’ tasks because they 
were unable to represent mental states. They concluded that failure is specific to 
autism, as it cannot be attributed to the general effects of having a learning disability, 
nor can memory be at fault, as the autistic subjects could answer control questions. 
This finding has been extended to show that the same apparent lack of theory of mind 
can be demonstrated across different paradigms (see Table 1, Appendix).
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Frith, Morton and Leslie (1991) proposed that the above findings can all be accounted 
for by a deficit in a single cognitive mechanism. Following the work of Leslie (1987) 
they suggested that the deficit lies in the ability to form representations (or 
metarepresentations). They suggested that differing biological causes lead to brain 
abnormalities, which result in a single cognitive deficit which can explain the triad of 
impairments in autism (see also Frith, 1989). Damage to the ability to form 
metarepresentations means that people with autism do not possess a theory of mind, 
and therefore do not understand that people can have beliefs, feelings and other 
attitudes. This lack of understanding makes social interaction and communication 
difficult.
Criticisms of the theory of mind hypothesis
There has been criticism of the above interpretation of the results which can broadly be 
divided into two categories. The first set of objections are largely methodological, and 
the second set take issue with the assertion that representational deficits are primary in 
autism. These will be considered in turn.
Methodological objections.
De Gelder (1987) and Boucher (1989) both raised methodological objections to the 
previous findings. De Gelder pointed out that in the original study carried out by 
Baron-Cohen and his colleagues (1985), belief attribution may be difficult because the 
task is embedded in a play situation. Further to this, she suggested that conversation 
requires a theory of mind: therefore the autistic subjects must have a theory of mind (of 
some kind) to be able to take part in the experiment. De Gelder also questioned 
whether linguistic difficulties mean that autistic subjects do not understand what is 
being asked of them.
Boucher (1989) also raised difficulties with the linguistic demands of theory of mind 
tasks. She pointed out that the British Picture Vocabulary Scale (BPVS - Dunn, Dunn, 
Whetton and Pintilie, 1982) may be an unreliable indicator of language ability in this 
population. Grammatical competence may be overestimated, and subjects may not 
understand the belief question. Boucher also suggested that people with autism may
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have a theory of mind, but may not be using it in the test situation. This may be for 
motivational reasons, or because they do not understand that the task requires them to 
use it.
Some of the above points have been answered, either by the criticised authors (see 
Leslie and Frith, 1987, and Baron-Cohen, 1989a) or by advances in methodology (e.g. 
using the Test of Reception Of Grammar (TROG - Bishop, 1989) to assess language 
level). Nonetheless, given the reported effects of verbal ability and methodological 
variations on theory of mind performance (see Happé, 1995, and Eisenmajer and Prior,
1991) they are worth considering.
Are theory o f mind deficits primary?
(a) Inability to disengage from an object
Russell and his colleagues suggested that failure on theory of mind tasks is not due to 
difficulties with mental representation. Rather, it is a consequence of an inability to 
disengage from an object, and difficulty inhibiting salient knowledge about object 
locations making it difficult to suppress incorrect answers to false-belief questions.
On a test of strategic deception, Russell, Mauthner, Sharpe and Tidswell (1991) found 
that when a sweet was visible (through ‘‘windows” in a box), autistic subjects and 
three-year-olds were incapable of deception. They were more likely to point to the 
sweet throughout the twenty test trials. Hughes and Russell (1993) found that the 
‘windows task was no easier for autistic subjects when the opponent was removed. 
They reasoned that according to metarepresentational theories it should have been 
easier, as the reported theory of mind demands involved in deception (e.g. Sodian and 
Frith, 1992) had been removed. Instead, autistic subjects still perseverated in their 
responding, and did not benefit from negative feedback.
(b) Executive function deficits
Adequate grasp of mental concepts may depend on executive functioning, making it 
possible for people with autism to fail theory of mind tests because of executive 
function deficits caused by frontal lobe dysfunction. Bishop (1993) proposed that a
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neuropsychological approach to autistic symptoms may provide new ways of analysing 
the cognitive deficits of the disorder.
She reviewed relevant studies and concluded that the presentation of people with 
autism is similar to that of people with frontal lobe damage, in terms of motor features, 
language impairments and disturbance of goal-directed activity. This is particularly 
noticeable when limbic and/or orbito-frontal areas are damaged. Unlike 
representational theories, the neurological studies discussed (e.g. Damasio and Maurer, 
1978) attempt to account for motor stereotypies and obsessive behaviours, as well as 
social competence deficits.
Bishop discussed whether executive function deficits can explain failure on theory of 
mind tasks, or whether executive dysfunction may be due to lack of second order 
representations. She concluded that whilst it is a promising idea that the frontal lobes 
may be implicated in autism, since not all people with frontal lobe damage are autistic, 
this may present an oversimplification.
Along similar lines, Ozonoff, Pennington and Rogers (1991) found that executive 
function deficits were more specific to a group of high functioning autistic subjects 
than difficulties with theory of mind. The authors proposed that executive function 
deficits may be primary to autism, and that prefrontal impairments are necessary but 
not sufficient for autism. They suggested that theory of mind deficits are found in some 
autistic subjects due to damage to adjacent neural systems. There has yet to be a study 
comparing the performance of patients with frontal lobe damage and autistic people on 
theory of mind measures.
(c) Lack o f central coherence.
Frith (1989) proposed that lack of “central coherence” is the primary deficit in autism. 
Lack of “central coherence” is an impairment in the system which creates overall 
meaning from piece-meal information. This means that people with autism fail theory 
of mind tasks because they do not make sense of behaviour in terms of high level 
constructions such as mental states. However, this “lack of central coherence” allows 
them to have superior performance on tests such as block design (Shah and Frith,
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1993) and embedded figures (Shah and Frith, 1983) because they are not distracted by 
the coherence of the whole figure.
Happé (1991, reported in Happé, 1994a) tested the idea that mentalising deficits in 
autism are secondary to an impairment of central coherence. She found that people 
who passed second-order theory of mind tests failed to use context to determine 
homograph pronunciation (e.g. “a tear in her eye” versus “a tear in her dress”). Happé 
(1994a) proposed that “weak central coherence is additional to, and separate from 
impairments in mentalising.” (p226). This idea gains support from a further paper by 
Happé (1994b) which investigated IQ profiles of “passers” and “failers” on theory of 
mind tests. She found that “failers” had a trough in performance on the Comprehension 
subtest which may tap the ability to mentalise. Both groups had peaks on Block Design 
and Digit Span, possibly due to lack of central coherence. Happé concluded that weak 
central coherence is separate from the mentalising impairment.
Conclusions from this section
The theory of mind account of autism has been fruitful in generating research into the 
cognitive deficits underlying this developmental disorder. It has been successful in 
making specific predictions about the triad of impairments shown by people of autism 
(see Frith and Happé, 1994 for a review). Nonetheless, it cannot explain the non-triad 
features of autism and there are various methodological and philosophical objections to 
the concept of theory of mind. It seems likely that an impaired theory of mind is one of 
a constellation of cognitive deficits, also including central coherence and executive 
dysfunction, which underlie autism.
CAN THE THEORY OF MIND HYPOTHESIS HELP PEOPLE WITH 
AUTISM?
This review has considered relevant papers in the area of theory of mind in autism and 
has suggested that, among other things, people with autism have difficulty with the 
concept of mental states. This has severe effects on their social competence, as they 
cannot predict behaviour, lack empathy and have little idea of social conventions. This 
means that they not only fail to learn to be sociable, but also do not become part of 
social units (e.g. the family, peer groups) which is the way that further social
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development usually occurs (Jordan and Powell, 1995). The next section reviews how 
our understanding of theory of mind deficit can be used to remediate some of the 
difficulties faced by people with autism.
Research suggests that people with autism do not acquire a theory of mind as they 
grow older. Holroyd and Baron-Cohen (1993) followed up the subjects included in the 
Baron-Cohen et a l (1985) study, and found that in the group as a whole there was no 
statistically significant change in understanding of false-belief. They concluded that for 
most people with autism there may be little development of theory of mind. For a 
minority, there may be development to the equivalent of a three- or four-year-old by 
adolescence. Similar results were found by Ozonoff and McEvoy (1994). Thus it 
seems that the deficit in theory of mind is generally persistent, and does not improve as 
mental age advances. Therefore, intervention strategies are required to improve 
understanding of theory of mind.
Current intervention strategies propose that if the social disabilities found in autism are 
caused by lack of theory of mind, then it should be possible to reduce these disabilities 
by teaching an understanding of theory of mind. Even if theory of mind is only one of a 
constellation of deficits in autism, there should be beneficial effects on the triad of 
impairments, which in turn should help the development of social understanding. The 
current literature focuses on three approaches to teaching theory of mind to people 
with autism.
The first involves teaching one test of theory of mind, with the expectation that this 
increased performance will generalise to other tests. The second centres around 
modifying existing theory of mind tasks so that they can be passed, and the third 
focuses on providing strategies to compensate for the theory of mind deficit. The next 
section reviews the work that has been conducted in these areas.
Critical review of the current literature
Teaching theory o f mind
Many of the intervention studies have focused on training autistic subjects to succeed 
on one aspect of theory of mind, and investigating whether this has any general
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benefits. A number of these studies have been reported in Swettenham (1996). 
Hadwin, Baron-Cohen, Howlin and Hill (1993) taught a range of mental state 
concepts.
Starr (1993) focused on the Appearance-Reality distinction and Bowler, Strom and 
Urquhart (1993) and Whiten, Irving and Macintyre (1993) taught understanding of 
false-belief. These studies were reportedly all successful in teaching children with 
autism to pass the tasks used in the instruction phase, but showed no convincing 
evidence of generalisation. Hadwin and colleagues (1993) demonstrated that concepts 
could be generalised to new materials, but did not show generalisation to tasks with a 
different structure to the demonstration task.
Swettenham (1996) investigated whether false-belief can be taught to children who 
have either not acquired it naturally (autistic children), or who have yet to acquire the 
concept (three-year-olds). He also included a group of children with Down's 
Syndrome. The procedure involved a computerised version of the Sally-Ann task 
which gave feedback on the child’s performance. The study included “close-transfer” 
tasks, consisting of two further versions of the Sally-Ann task, and four ‘^ rue-belief ’ 
tasks. There were also three “distant-transfer” tasks: the Smarties task (Pemer et a l 
1989); the False-Breakfast task (a similar deceptive appearance task) and the “Tom 
Task” (where subjects were expected to predict Tom’s behaviour on the basis of his 
false-belief).
Swettenham found that all three groups were able to learn the Sally-Ann task and pass 
the close-transfer tasks. No children with autism passed any distant-transfer tasks 
compared to five children in each of the other groups who passed at least one. 
Swettenham concluded that there may be a difficulty in learning about mental states, or 
in generalising this knowledge, or that there may be a combination of the two factors in 
action. However, a pilot study revealed that the “Tom task” was passed by normal 
children aged over 4 years 6 months. As this is above the mental age of any of the 
subjects included in the study it seems possible that the lack of generalisation may have 
been partially due to effects of task difficulty, rather than with transfer of theory of 
mind understanding per se.
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In addition, verbal mental age was calculated on the basis of performance on the 
BP VS. As previously discussed, this can be an unreliable estimate of verbal ability of 
people with autism (Boucher, 1989), and is likely to overestimate verbal competence. 
It is therefore possible that difficulties with language may have affected the 
performance of children with autism, as the unfamiliar distant-transfer tasks may have 
been difficult to understand.
Ozonoff and Miller (1995) attempted to teach theory of mind as part of a social skills 
training programme for adolescents with autism. The first part of the programme 
involved basic social skills training and the second part focused on perspective-taking 
and theory of mind skills. These sessions centred on role-playing situations which had 
similar formats, but different specific content, to standard first- and second-order false- 
belief tasks.
The subjects were all given four theory of mind tasks before and after the intervention. 
These were the Smarties task (Pemer et a l 1989), the Ice-Cream Van task (Baron- 
Cohen et a l 1989b), the Overcoat story (Bowler, 1992) and the Prisoner story 
(Happé, 1994c). In addition to this, parents and teachers were asked to complete the 
Social Skills Rating System (SSRS; Gresham and Elliott, 1990) to provide a rating of 
social competence.
80% of the treatment group showed improvement on the theory of mind tasks, while 
only 25% of the control group did. Even when ceiling effects have been accounted for, 
the treatment group improved on 65.4% of the tests not originally passed (23.5% for 
the control group). However, the two groups did not differ at initial testing or at 
follow-up on measures of social competence (the SSRS). It is worth considering that 
the SRSS may not have been sensitive enough to pick up changes in theory of mind. It 
includes no questions looking at the abilities which are mediated by theory of mind and 
this may have masked some transfer of abilities.
The small sample size (five subjects and four controls) in this study made it difficult to 
achieve statistical significance, and many different statistical procedures were used to 
avoid masking effects of the intervention. It would have been preferable to use a larger
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sample size to make it easier to achieve statistical significance with standard 
procedures. Nonetheless, the treatment group were shown to improve on theory of 
mind measures.
However, the finding that this did not transfer into everyday life suggests that the 
ability to pass the tasks, rather than a theory of mind, was taught. Thus the observed 
difference between possession of theory of mind skills and their application in real life 
situations (Bowler, 1992; Happé, 1994c) was replicated.
Modifying theory o f mind tasks
Charman and Lynggaard (in press) gave the posting manipulation (Mitchell and 
Lacohée, 1991) to autistic subjects. Mitchell and Lacohée found that posting a picture 
of the original belief into a post box helped three-year-old children to pass the Smarties 
task. Charman and Lynggaard were interested in investigating whether this 
manipulation would help people with autism or a learning disability, and if so whether 
it would improve performance to the same level as the controls.
Two false-belief tasks were included: a standard false-belief task (Pemer, Leekham and 
Wimmer, 1987) and a posting false-belief task (Mitchell and Lacohée, 1991). The 
posting false-belief task required the subjects to find the picture of what they thought 
was inside a Smarties tube and put it into a post-box. The tube was then opened to 
reveal a pencil, and the belief question was asked (i.e. “When you posted your picture, 
before we opened the tube, what did you think was in here?”).
Surprisingly, the authors found no autism-specific impairment on the standard false- 
belief task. There have been a few studies where no specific impairment has been found 
because the autistic children have performed as well as the controls (e.g. Prior, 
Dahlstrom and Squires, 1990). In this study, however, the lack of deficit was a result 
of the controls performing as badly as the autistic subjects. Both the autistic and the 
normally-developing children performed significantly worse than chance on the 
standard false-belief test, and the authors suggest that they may have misunderstood 
the task. It is possible that differing methodology may account for this. Rephrasing the
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belief questions may have been detrimental to the subjects in this study, even if this has 
not previously been the case (see Lewis and Osbourne, 1990).
Performance of each group of subjects was facilitated by the posting manipulation, 
with statistically significant effects for both the autistic and normally-developing 
children. However, the autistic children still performed at chance level. The authors 
concluded that manipulations of standard false-belief tasks can improve the 
performance of people with autism, although they did not suggest that this represents 
“a latent, or masked, intact theory of mind competence in these subjects”. They 
speculated about whether the subjects in this study were using alternative strategies to 
work out the correct solution to the task (see Happé, 1994c and Bowler, 1992).
Briskman and Bowler (1995) investigated whether autistic and young non-autistic 
children are able to understand that non-mental representations can influence 
behaviour. The study aimed to make the mental state of the agent in a false-belief task 
more salient by representing it in the form of a photograph. There were two conditions 
in the experiment, a "photograph” version and a "mnemonic cue” version. Both were 
based on the Sally-Ann paradigm, with the variation that Sally either took a 
photograph or left a bat beside the basket to remind her where the marble was. The 
children were also given a standard false-belief task.
The authors found that the addition of representational and non-representational cues 
did not significantly improve the performance of any of the children above that on 
standard tasks. There were trends for the autistic and learning-disabled children to find 
both manipulations easier than the standard false-belief task, but these were not 
significant, suggesting that representational prompts may not be helpful in attributing 
false beliefs to another person. The authors concluded that it is surprising that the 
addition of such strong cues had no beneficial effects on task performance. However, 
they did point out that this is the first study which required children to predict the 
influence of representational information on the behaviour of another person.
McGregor, Whiten and Blackburn (1995) used a model of “errorless” learning, where 
modifications were gradually removed and the subject was guided towards passing a
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standard false-belief task. The experiment used two different modifications of standard 
false-belief tasks. The first came from previous research by the authors (McGregor and 
Whiten, 1993) suggesting that highlighting intention (e.g. to leave the object in its 
original location) in standard false-belief tasks helped normal three- and four-year-olds 
to succeed. The second modification was the Mitchell and Lacohée (1991) posting 
manipulation. The current manipulation involved posting a picture (a ‘‘thought”) into a 
doll’s head. This is similar to the procedure used by Swettenham et a l (1996 - 
described later) although no reference is given.
Post-tests were carried out one week after the intervention. These were an alternative 
version of the “Smarties” task (using a Lego box), a deception task (Sodian and Frith,
1992) the “windows” task (Russell et a l 1991), an Appearance-Reality task and the 
Coat task (involving where an experimenter would look for a coat hidden “as a joke” 
while she was out of the room).
It was found that while only three of the normal children were helped by the intentional 
modification strategy, the remaining thirteen were helped by the picture-posting 
modification. They also showed evidence of generalisation, performing two tasks 
successfully. None of the autistic subjects were helped by the intentional modification 
strategy, but ten were able to pass the Sally-Ann task after the intervention. When all 
16 autistic subjects were compared on the pre- and post-test measures (Lego and 
deception) there was a significant improvement on the Lego task, suggesting limited 
generalisation. However, this study did not include a control group with learning 
disabilities, making it difficult to make claims about the specificity of any benefits of 
intervention. .
It is worth noting that this study provides support for the proposal that the BP VS may 
overestimate the verbal mental age of people with autism (Boucher, 1989). Higher age 
equivalent scores were obtained on the BP VS than the TROG, suggesting that 
matching experimental subjects on the basis of their BP VS scores may be unreliable.
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Teaching alternative strategies
Swettenham, Baron-Cohen, Gomez and Walsh (1996) investigated whether it is 
possible to teach children with autism an alternative strategy to help them compensate 
for their difficulties with theory of mind. The strategy they used was based on one of 
the known strengths of autistic people, the ability to understand physical 
representations (e.g. photographs; Leekham and Pemer, 1991 or drawings; Charman 
and Baron-Cohen, 1995).
The authors attempted to teach the children that “the eye is like a camera” and “people 
have pictures in their heads” (i.e. that mental representations are just like photographic 
representations). While it is clearly not the case that mental states are just like photos, 
and it is unlikely that normal children have this model of mental states, the authors 
suggested that it may be the closest approximation to what beliefs are actually like for 
autistic people. They proposed that this “prosthetic5 and “intentionally artificial” device 
may provide a way of bypassing the theory of mind deficit in autism. The authors 
predicted that while the strategy would be useful for some theory of mind transfer 
tasks (e.g. Smarties task) it would not work for others (e.g. appearance-reality) where 
the contents of the photo would not differ from reality.
Children who had failed first-order false-belief tests were given a block of teaching in 
the mind-as-a-camera strategy. The apparatus used for the teaching was a large doll’s 
head with a slot for photos cut in it. The procedure involved teaching the basic rules 
for the photo analogy, followed by assessing whether the children spontaneously used 
this rule to solve a false-belief task. The children were also taught explicit rules linking 
photos to mental states and to actions. Four transfer tasks were given before and after 
the block of teaching. These were the Sally-Ann false-belief task (Baron-Cohen et al. 
1985), the Smarties task (Pemer et al. 1989) the Appearance-Reality task (Baron- 
Cohen, 1989c) and the Seeing-leads-to-Knowing task (Baron-Cohen and Goodhart
1994). All the children were able to learn the rules of the photo analogy and 7 of the 8 
children were able to learn the rules linking photos to actions. However, spontaneous 
use of the analogy and ability to link photos to mental states was not demonstrated by 
any child.
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There was a significant improvement on two of the transfer tasks (The Sally-Ann and 
the Seeing-leads-to-Knowing tasks). There was a slight (but not significant) 
improvement on the Smarties task, and no change in the performance on the 
appearance-reality task.
The authors concluded that the children were able to learn the mind-as-a-camera 
strategy and apply this to predict behaviour, but not to infer mental states. The strategy 
generalised to the tasks for which it was predicted to be useful, and the lack of 
improvement on the Appearance-Reality task suggests that the improvements on the 
other tasks are attributable to the strategy. However, no control groups were included 
in this study. While it is arguably unethical to teach an alternative theory of mind to 
controls who already possess one, the inclusion of a “non-treatment” group of autistic 
subjects would have provided a more stringent test of the strategy.
Conclusions from this section
It is difficult to draw conclusions about the above studies as they used different 
paradigms and methodologies. Most contained a small number of subjects, and were 
poorly controlled, and some contained novel tests of theory of mind. This makes it 
difficult to compare findings, and to tell whether observed effects are due to the 
intervention or to non-specific factors. However, some general conclusions can be 
drawn.
The research to date seems to indicate that it is possible to teach aspects of theory of 
mind understanding to people with autism. However, this process is difficult and time- 
consuming, requiring intensive (often one-to-one) work over long periods of time. In 
addition, the interventions included in the above studies are only appropriate for use 
with relatively able clients. It is difficult to see how clients with more severe learning 
disabilities would benefit from such approaches, although if their mental age is below 
four years it is theoretically not possible to teach aspects of theory of mind at a first 
order level. Nonetheless, where possible, interventions should be accessible to all 
people with autism, regardless of their level of disability.
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Current interventions appear to teach people to pass a given theory of mind task, by 
providing them with a (probably) behavioural rule that enables them to answer the 
task-specific belief question correctly. Unfortunately, there is little evidence that this 
ability generalises, either to other tasks or to real-life situations. It seems that task- 
specific strategies have been learnt, or that theory of mind understanding has 
developed in a specific context, but has not generalised to other situations. This is 
perhaps not surprising, as it is well documented that autistic children have difficulties 
with generalisation (see Jordan and Powell, 1995). These difficulties are likely to be 
specific to people with autism, as non-autistic subjects in the above studies generalised 
their newly-acquired knowledge successfully.
Most of the studies focused on teaching standard, artificial tests of theory of mind 
ability, and were unable to prove that it is possible to teach these effectively. Further to 
this, there is little evidence that an improvement of performance on these artificial tasks 
translates into improvements in social competence. Thus, even when theory of mind 
has been taught relatively successfully, there is little evidence that the understanding of 
mental states carries over into real life.
Further to this there has been no investigation of the long-term benefits of these 
intervention strategies. While some of the studies included follow up measures, these 
were only over a period of a few months. Therefore, it is not possible to tell whether 
the interventions are useful in the long-term. A longitudinal study would be useful to 
determine whether the limited effects demonstrated in the above studies remain after 
time.
SUGGESTIONS FOR FUTURE RESEARCH
Future studies should ensure that controls (non-treatment and learning disabled 
participants) are included, to allow claims concerning efficacy to be attributed to the 
effects of the intervention rather than to non-specific factors, and to investigate 
whether manipulations are helpful specifically to people with autism or whether the 
benefits are general. It may be beneficial to expand the sample sizes of the studies to 
enable more robust effects to be demonstrated.
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It seems useful to include “impact measures” (see Ozonoff and Miller, 1995) in the 
studies, to investigate whether the effects of intervention are being carried over into 
real life. Thus it can be determined whether people with autism are gaining more 
benefit from the intervention than just learning to pass artificial tests. There is a need 
for measures that are more sensitive to the presence or absence of theory of mind in 
autistic people in social situations.
It may not be possible to teach theory of mind under laboratory conditions. Recent 
research (Pemer, Ruffman and Leekham, 1994) suggests that children from bigger 
families acquire theory of mind at an earlier age, probably due to sibling interaction. It 
may be that exposure to more intensive real-life situations would be a more effective 
way to teach theory of mind. Prior et al. (1990) suggest that the successful 
performance of their autistic subjects on standard theory of mind tests may in part have 
been due to “emphasis in educational programmes on talking about and responding to 
other people’s thoughts and feelings” (p599). It would be interesting to incorporate 
some of the above manipulations and strategies for passing theory of mind tests into 
the procedures of schools and education centres. This may provide a more naturalistic 
and intensive exposure to theory of mind and may generate a larger, more general 
improvement in social competence.
It also seems that, in trying to teach theory of mind, researchers may be setting 
themselves up to fail. It may be that these interventions are focused on a stage that is 
developmentally “too late” when any “critical period” for acquisition of theoiy of mind 
abilities is long past. Thus, focusing on “intentionally artificial strategies” to 
compensate for theory of mind difficulties seems a promising idea. It may also be 
possible to intervene at a much earlier age, especially with the development of more 
reliable measures for detecting autism in “early life” (e.g. Baron-Cohen, Allen and 
Gillberg, 1992). It might be useful to focus interventions on precursors of theory of 
mind such as joint attention, pretence and imitation (Swettenham, 1996). This may 
provide a way of developing an understanding of theory of mind in people with autism 
that will enable them to progress further than passing artificial tests.
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SUMMARY
This paper has discussed the literature on current cognitive and developmental theories 
of behaviour in autism to provide a background for a critical review of studies 
concerned with the teaching of theory of mind to people with autism. These studies 
provide three methods of intervention. The first focuses on teaching theory of mind 
understanding, and investigating whether the effects generalise. The second involves 
modifying standard theory of mind tests, to see whether this is beneficial to people with 
autism, and the third centres around providing an alternative strategy which can be 
used instead of theory of mind. It is concluded that while it is possible to teach certain 
aspects of theory of mind, this does not lead to an increase of understanding of theory 
of mind in real-life situations. It seems that teaching strategies to compensate for lack 
of theoiy of mind, and early intervention focusing on the precursors of this ability are 
promising directions for future research.
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APPENDIX
Table 1. Further evidence for theory of mind deficits in autism.
Theory of mind deficits can be demonstrated with different paradigms
Authors Paradigm Finding
Baron-Cohen, Leslie and Picture sequencing Mechanical/behavioural
Frith (1986) stories unaffected, but
deficit in intentional stories
Pemer, Frith, Leslie and Smarties task, partial Autistic children have
Leekham (1989) knowledge and profound difficulty taking
communication account of mental states
The observed difficulty is specific to mental states
Authors Paradigm Finding
Leslie and Frith (1988) Line of sight, limited Seeing is not affected.
knowledge, false belief understanding of limited
knowledge is delayed
Leekham and Pemer False photograph task No impairment in
(1991) representation of non­
mental states
Charman and Baron-Cohen False-drawings task Representational deficits
(1992) are confined to mental
states (drawing unaffected)
Baron-Cohen (1991) Investigated lower levels of Deficits are specific to areas
- social cognition (e.g. of social cognition which
reciprocity) require theory of mind
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Research on Placement
Audit o f quality o f communication between a Community Support Team for adults 
with learning disabilities and outside agencies
INTRODUCTION
Clinical audit has been defined as “systematic, critical analysis of the quality of medical 
care, including the procedures used for diagnosis and treatment, the use of resources 
and the resulting outcome for the patient.” (White Paper: Working fo r Patients, 1989). 
Tilbrook (1997) proposed that the evaluative information provided by a clinical audit 
should have several characteristics. It should be reliable and valid, it should be fed back 
to the service providers, and it must be incorporated into service delivery and used to 
establish standards against which future performance can be compared. This, in fact, 
could be considered as the starting point of the audit cycle (Firth-Cozens, 1993) which 
involves setting standards, auditing those standards, planning change and repeating the 
audit (Murray and Hewitt, 1996).
The present audit was carried out as part of the increasing demand for auditing 
services in the NHS (Tilbrook, 1997). The audit department of the NHS Trust where 
the piece of work was carried out requires audit projects to be completed by each 
specialty on an annual basis, as part of the Trust’s quality initiative. The audit can 
investigate any aspect of clinical practice and the final reports are submitted to the 
audit department.
Communication plays an important role, both within healthcare teams (Griffin, 1996) 
and between teams and other professionals and agencies. It has been shown that better 
communication between professionals can improve management of, for example, 
psychiatrically ill patients (Van der Feltz-Comelius, Lyons, Huyse and Campos, 1997). 
Communication is important for good service delivery, and therefore the community 
support team for adults with learning disabilities (CST) developed quality standards, to 
ensure that high quality communication was taking place.
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The present audit was set up to investigate how the CST communicated with outside 
agencies, and to determine whether improvements needed to be made to current 
practice. There were two main aims of the audit. Firstly, to determine whether the 
recently developed quality standards relating to communication (see Appendix 1) were 
being met. Secondly, to carry out an analysis of current patterns of communication 
between members of the CST and outside agencies, to determine whether the quality 
of this communication was adequate, and to assess the need for further standards 
relating to communication. The team members considered it important to evaluate 
communication, as one of the principal functions of the CST as defined by their role 
statement (see Appendix 2) was to liaise and co-ordinate with other agencies.
This audit, therefore, provides an analysis of whether the current quality standards for 
communication developed by the CST are being met. This will provide useful 
information, as the standards have only been in operation for six months, so it will be 
of value to determine whether the team are able to comply with the standards. In 
addition, the analysis of current patterns of communication between the CST and 
outside agencies, will ascertain whether further standards need to be developed to 
ensure that high quality communication is taking place.
AIMS
1. To audit current communication quality standards to determine whether they are 
being met.
2. To analyse the current communication patterns between the CST and outside 
agencies, to establish whether additional quality standards need to be developed.
METHOD
Various sources of information were used in order to determine whether current 
quality standards were being met. The team secretary kept a referrals book, which 
contained information about all the new referrals made to the team, and this was used 
to gain data relating to the GP liaison standards. Minutes of the CST meetings and 
discussions with individual team members provided the information needed to 
investigate the other quality standards relating to liaison with the hostels and the local 
day centre.
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Monitoring forms (see Appendix 3) were used to analyse current patterns of 
communication between the team members and outside agencies. These forms 
contained information relating to who initiated the contact, who they contacted, the 
method of communication used, the reason for the communication and the outcome of 
the communication. Three different groups of monitoring forms were completed: a 
randomly-selected "monitored" group and two "comparison” groups. The "monitored” 
group (Group 1) had monitoring forms inserted into the front of their files (see 
Appendix 3), so that the team members could complete them every time they recorded 
a contact in the team file. The first of the comparison groups (Group 2) consisted of 
the clients in Group 1, but the monitoring forms were retrospectively completed by the 
researcher using the team notes and the telephone message book for a one month 
period, six months prior to the start of the audit. Group 2 was included to compare the 
current levels of communication with that which was taking place six months 
previously. The inclusion of Group 2 allowed recording biases to be monitored, to 
ensure that the presence of monitoring forms in some client files did not improve the 
recording of all communication over the period of the audit.
The other comparison group (Group 3) consisted of 10 different CST clients who were 
matched to the monitored clients according to variables which might affect patterns of 
communication (e.g. type of placement, severity of learning disability, additional 
difficulties requiring team input). Monitoring forms for these clients were completed 
retrospectively for the month that the audit took place. Group 3 was included to 
provide a further comparison group to detect possible recording biases which might 
result from the addition of monitoring forms to client files. It was considered important 
to have a comparison group monitored over the same time period as Group 1 to 
measure the effects of situational factors such as annual leave of team members which 
might confound the results of the audit.
PROCEDURE
The 10 clients from Group 1 were randomly selected from a list of clients generated 
from the case register of the CST. This list included all clients who were currently 
“active” (i. e. open to the team) and who had been "active” for at least six months. 
Monitoring forms (see Appendix 3) were placed in their files for a period of one
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month. The members of the CST were asked to fill out the appropriate form whenever 
they had any contact with outside agencies concerning a monitored client. Contacts 
were defined as any contact between the team member and outside agencies, including 
the clients themselves. Contacts initiated by the team members, and contacts initiated 
by the outside agencies were both included. Where there had been general contact 
with, for example, a hostel concerning all the residents, a contact was recorded in each 
of the relevant clients’ files.
Similar monitoring forms were filled out retrospectively for Groups 2 and 3. Clients in 
Group 3 were matched with the clients in Group 1 according to type of placement, 
severity of learning disability and type of additional problems requiring referral to the 
team.
RESULTS
Audit of current communication quality standards
1. GP liaison standards
In the period covered by the audit (February to August 1996) there were 14 new 
referrals to the team. These were all acknowledged within five working days (see Table
1), and the mean number of days to acknowledge referral was 1.92. There were no 
referrals for which the quality standard was exceeded, as all letters were sent by the 
fifth day after the referral had been made to the team. This Quality Standard was being 
met in 100% of cases.
Table 1. Length of time taken to acknowledge referral
Number 0 1 2 3 4 5
of days (same day)
Number of 1 7 2 2 0 2
referrals 
acknowledged
The audit was carried out less than six months after the quality standards were 
adopted, so it was not possible to tell whether GPs were being sent lists of current
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clients, and updated on work being carried out every six months. It was not possible to 
calculate whether progress reports were sent by the team psychiatrist every six months 
as there was no system in place for recording whether these updates have taken place. 
No record was kept in the referral book of when GPs were informed of cases that are 
closed. It was therefore not possible to calculate whether this happened within the 
quality standard.
2. Linkworker meetings with the Hostels
The quality standards require that linkworkers are identified for each hostel, and that 
the allocated team member should meet with staff and/or managers at the hostel every 
8 weeks. In most cases, the hostels should also be invited to attend the CST meeting 
every 8 weeks.
However, it was not clear who the allocated linkworkers for each hostel were, as there 
had been some changes in team members and the new linkworkers had not been 
clarified. There were also some organisational difficulties at one of the hostels and a 
Social Services investigation at another one during the time of the audit, which may 
have caused complications. However, from the discussions that were conducted with 
some of the team members, it appeared that there were no linkworker meetings taking 
place, and that these were considered to be carried out when the staff from the hostel 
attended the team meeting.
The exception to this was for the staff working in one hostel who are not invited to 
attend team meetings. In this case, the linkworker should attend the staff meeting at 
this hostel every 8 weeks. Once again, it was not possible to identify whether this had 
taken place as there was no system for recording this information in place. It seems 
that the quality standard requiring there to be a team member allocated to each of the 
hostels, and for these professionals to meet every 8 weeks with staff at the hostel was 
not being met.
3. Hostel attendance at team meetings
The minutes of the meetings of the CST were retrospectively examined for the six 
month period between February and August 1996, to evaluate when each of the
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hostels was invited to attend, and when they actually attended the team meetings. 
Table 2 shows that the mean number of weeks between invitations for the hostels to 
attend were all within the quality standard of eight weeks (range 6.25 - 7.5). The 
average for the hostels considered together was 6.7 weeks. However, only one of the 
hostels was actually attending the meetings at a rate that falls within the quality 
standard. The average length of time between attending meetings for all the hostels 
considered together was 11.4 weeks (range 8.0 - 21.5).
Table 2. Table outlining invitations to, and attendances at, team meetings
Hostel Number Mean No. of weeks between Mean No. of weeks between
invitations to attend attendances
Hostel 1 625 9£>
Hostel 2 6.25 21.5
Hostel 3 7.5 8.0
Hostel 4 Hostel not attending Not for six months
All Hostels 6.7 11.4
It is worth noting that one of the hostels did not attend a team meeting for the six 
months of the audit, and another hostel only attended once during this time. Thus it 
seems that while the quality standard of inviting hostels to attend meetings is being 
met, there is a discrepancy between the hostels being invited, and their attendance at 
the meetings.
Audit of communication between the Community Support Team and outside 
agencies
The average number of contacts for the group with monitoring sheets inserted in their 
files (Group 1) was 7.3 (s.d. 5.1, range 0-16). The average number of contacts for this 
group six months earlier (Group 2) was 3.1 (s.d. 3.0, range 0-9) and the group who 
received retrospective monitoring files for the period of the audit (Group 3) were 
contacted 3.7 times (s.d. 6.0, range 0-15). Therefore, there were more contacts made 
concerning the clients in Group 1 than those in the comparison groups.
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Figure 1 shows who initiated the contacts recorded on the monitoring sheets of each of 
the three groups. It can be seen that members of the team initiated most of the 
communication with outside agencies, and were not contacted very frequently 
themselves. None of the recorded contacts were initiated by the clients. This pattern 
seems to be consistent across the three categories of recording.
100 -  
80
60 - I
%
20 t
ClientTeam Outside Other
Q Group 1 
E3 Group 2 
□ Group 3
member agency
Figure 1: People responsible for initiating contact
Figure 2 shows the method of communication for each of the three groups. It can be 
seen that most of the communication took place by telephone, letter and prearranged 
meetings. There was little informal contact concerning clients.
%
10 -
Phone Fax Ldler Pre-arranged Informal Emergency
0  Group 1 
E3 Group 2 
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Figure 2: Method of communication
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Figure 3 shows the reasons for communication between the team and outside agencies. 
It can be seen that most of the communication concerned reviewing the clients’ 
progress, and that this was broadly consistent across the three monitoring conditions. 
However, a high percentage of the communication for Group 3 concerned “crisis,” and 
administration constituted the highest percentage of the communication for Group 2.
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Figure 3: Reason for communication
Figure 4 shows the outcome of communication between the team and outside agencies.
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Figure 4: Outcome of communication
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It can be seen from Table 4 that there were a variety of outcomes of communication, 
but the largest was “Not Applicable.” This was recorded either when Not Applicable 
had been specified, or when the response box had been left blank.
DISCUSSION
The results of the first part of the audit demonstrated that the quality standard for 
informing GPs of referral to the team within five days was being met. Hostels were 
also being invited to attend CST meetings within the quality standard of eight weeks. 
However, none of the other quality standards were being met, nor was it possible, in 
some cases, to evaluate whether they were being met (or even taking place). Work 
needs to be undertaken to ensure that this situation is rectified.
The results of the second part of the audit suggested that there was more contact 
between the team and outside agencies for the period during which monitoring files 
were inserted into client files. In general, most of the communication taking place 
between the CST and outside agencies was initiated by the team members themselves. 
Most of the contact was through telephone calls or pre-arranged meetings and there 
seemed to be little informal contact between team members and outside agencies.
It is possible that the above findings are genuine: there may have been more contacts 
concerning Group 1 than the two comparison groups. For example, more contact 
might have been required for Group 1 because there was a crisis (e.g. placement 
breakdown, increase in levels of aggression or distress) that needed to be managed. 
However, this seems unlikely as there is a higher percentage of “crisis” contacts for 
Group 3, and yet the average contacts is still three per client.
It seems more likely that what has been observed is a recording bias: the apparent 
increase in contacts for Group 1 was caused by an increase in the recording of 
communication. Therefore, although the communication rate did not increase during 
this period, the recording of the communication did. Recording biases may also 
explain why the team seem to be responsible for initiating all the contacts, and why the 
main methods of communication were by telephone and prearranged meeting. It is 
likely that informal contact is not often recorded. This seems to be the case for all three
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groups, which suggests that this bias happens independent of the presence of the 
monitoring forms.
It should be noted that although the addition of monitoring sheets seems to have 
increased the recording of communication between the team and outside agencies 
concerning the clients who are under the care of the team, there is still a low level of 
contact. On average, there are less than two contacts per week concerning each client, 
which seems a small number given that there are four professionals on the team. It is 
likely that not all communication is being recorded (especially informal contacts), but 
nonetheless, it may be that the team is poor at communicating with outside agencies 
about their clients.
However, there are additional factors which may be confounding the results of this 
audit. Most of the members of the team took at least one week of annual leave during 
the audit period. While some of the team had other professionals covering for them 
during this period, others suspended contact during this time, which may have reduced 
the number of contacts in this particular month. In addition, during the period of audit 
there was a social services investigation taking place at one of the hostels, so 
communication with this outside agency may have been atypical. Nonetheless, there 
seemed to be a low level of communication between the team and outside agencies.
CONCLUSIONS AND RECOMMENDATIONS
The findings of the present audit suggested that only two of the current quality 
standards for communication between the team and outside agencies are being met. 
The remaining standards are either not being fulfilled, or systems are not in place to 
allow monitoring of the standards. Further analysis of communication patterns revealed 
a low level of communication between the team and outside agencies. In general, team 
members were responsible for initiating most of the contacts, there was little informal 
contact concerning clients and there was often no definable outcome of 
communication. Recording biases and other external factors may be partially 
responsible for these findings, but nonetheless, the low level of communication is 
concerning, especially given that some of the clients present very challenging behaviour 
and that several clients were involved in major incidents during the time of the audit.
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Actions that need to be put in place to facilitate compliance with current quality
standards should include the following:
1. A register should be established to indicate when GPs are sent lists of current clients 
and updates on work being carried out. If these have not been sent, then they should 
be sent as soon as possible. In addition, a register should be set up to record when 
GPs are sent progress reports for those clients seeing psychiatrists.
2. Extra columns need to be added to the referral book, to include information about 
when the case was closed to the team, and when the closure letter was sent, to 
make it possible to calculate whether or not this occurs within the quality standard.
3. Linkworkers for each of the hostels must be clarified/identified, and a file of 
linkworker meetings should be set up, to identify when and if these meetings occur.
4. Hostels should be given more encouragement to attend team meetings.
Following the analysis of patterns of communication between CST members and
outside agencies, several further recommendations were proposed:
1. All communication should be recorded in client files. This should include informal 
contacts between the team and outside agencies, and contacts which are not made 
by members of the team.
2. The team should encourage the outside agencies to become more proactive and 
initiate contact with the team, rather than waiting for team members to contact 
them, or contacting team members in response to a crisis.
3. The team should regularly contact outside agencies to enquire about the clients on 
their case load.
4. Team members should encourage informal discussions with outside agencies 
concerning clients, while ensuring that confidentiality is maintained.
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In addition to the above recommendations, it was decided that quality standards should 
be developed by the team concerning communication with outside agencies and how 
this should be recorded in the files. A further audit needs to be carried out in the 
future, to determine whether any of the above recommendations have been carried out, 
and whether the quality standards are being met. It would also be interesting to 
evaluate whether changes in the pattern of communication of team members has any 
influence on the culture of communication within the system. It may be premature to 
assume that future increases in the frequency and quality of the team members’ 
communication will automatically result in a more proactive style of communication 
from the outside agencies.
SUMMARY
In general, the results of the present audit suggest that the team needs to improve its 
communication with outside agencies. The quality standards which had been developed 
by the team were not being met in most cases, and there often was no system in place 
to monitor these standards. In addition, further standards need to be developed 
concerning communication between team members and outside agencies. In an attempt 
to complete the audit cycle, the results and recommendations of the present audit were 
fed back to the team by the supervisor for this piece of research. It was hoped that 
raising team members’ awareness of the lack of compliance with current quality 
standards and the limitations to current communication would influence future 
practice. Developing further quality standards, providing support for team members 
and establishing mechanisms to enable quality standards to be monitored and complied 
with should increase the quality of communication between the CST and outside 
agencies. Future audit projects should investigate whether such improvements have 
taken place and monitor the effects on patterns of communication.
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APPENDIX 1.
Quality Standards for Communication between the Community Support Team 
and GPs, Residential Establishments and a Day Centre
Rationale
The Community Support Team provides a service to adults with Learning Disabilities.
Many of the people with whom we work live in residential homes and attend one of the 
local day care facilities.
As a team, we feel that communications between our team and staff teams in these 
facilities could be improved upon and therefore set the following standards. The 
Community Support Team will allocate 1 member of the team to act as a linkworker 
with the residential and day services covered. The responsibility of the linkworker is 
summarised below.
GP Linkworker
General Practitioners to be:
1. Informed by letter of person referred to the team within 5 working days.
2. Sent a list of current clients every 6 months.
3. Updated on work carried out at least every 6 months.
4. Sent progress reports for those clients seeing the team psychiatrist at least every 4 
months.
5. Informed within 10 working days when a case is closed to a team and of the 
outcome of the work carried out.
Linkworker for Hostels 1, 2, 4
1. The linkworker from the Community Support Team will meet with the manager or 
deputy manager at the hostel every 8 weeks. As well as offering an opportunity to 
communicate information between staff teams, advice regarding behavioural 
management will also be offered. Minutes of these meetings will be kept and filed at 
the team base.
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2. A staff member from the hostel will be invited to attend the Community Team 
meeting every 8 weeks to discuss relevant clients. Minutes of these meetings to be 
forwarded within 5 working days to all present.
Linkworker for Hostel 3
1. The linkworker from the Community Team will attend the Hostel 3 staff meeting on 
an 8-weekly basis. Relevant information such as any concerns or changes regarding 
clients open to the team or staff changes will be brought back to and discussed at 
the next Team meeting and noted in the minutes. Minutes of these meetings will be 
kept and filed at the team base.
Linkworker for the Day Centre
1. The linkworker from the Community Support Team will meet with the manager or 
deputy manager at the Day Centre every 8 weeks. As well as offering an 
opportunity to communicate information between staff teams, advice regarding 
behavioural management will also be offered. Minutes of these meetings will be 
kept and filed at the team base.
2. Communication between the staff at the Transitional Unit at the Day Centre and our 
staff team will be maintained by a staff member from the unit attending the 
Community Team meeting every 8 weeks to discuss relevant clients. Minutes of 
these meetings to be forwarded within 5 working days to all present.
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APPENDIX 2.
Role Statement and Principal Functions of the Community Support Team for 
Adults with Learning Disabilities
Role Statement
To assist adults with a learning disability to reach their optimum potential in all aspects 
of life.
Principal Functions
1. To provide individual multi-disciplinary assessment.
2. To plan, implement and evaluate interventions.
3. To offer support, advice and specialist treatment.
4. To act as a specialist resource.
5. To liaise and co-ordinate with other agencies.
6. To provide teaching and training.
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APPENDIX 3.
Table for recording external communication (inserted in client files)
Date Who was 
contacted? 
e.g. GP, hostel, 
team member
By whom? 
Initials-team 
or outside 
agency
How? 
e.g. phone/fax/letter or 
meeting (prearranged, 
informal, crisis)
Reason
for
communication
Outcome
-
-
-  -
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Small-Scale Research Project (Year 2)
Understanding the effects o f neuropsychological assessment: An attributional 
analysis
1. INTRODUCTION
a. The development of attribution theory
Attribution theory provides a means of systematising how people explain events. 
Weiner (1985) hypothesised that people always provide explanations, especially for 
unusual, unwanted or unpleasant events. Searching for an understanding of the cause 
of such events enables people to feel that they can exercise a greater degree of control. 
Attribution is a conscious process that is triggered by an unexpected outcome, with 
antecedents of attributions located in past experience. Outcomes are processed rapidly 
according to pre-existing beliefs, such that people may not be aware that they are 
making causal attributions (see Brewin, 1988 for a discussion).
A distinction has been drawn (Heider, 1958) between internal causes, which reside 
within the person, and external causes which relate to other people, circumstances or 
luck. Weiner (1985, 1986) extended this concept, investigating attributions in an 
educational context. He proposed that perceived causes of events could be considered 
along internal, stable and controllable dimensions. These are linked with emotional 
consequences for present and future situations. The internal and controllable 
dimensions are thought to be involved in emotions that relate to self-esteem, such as 
pride and guilt. The stable dimension influences expectancies of success, and future 
motivation. For example, Weiner proposed that attributing successful outcomes to 
stable causes increases expectations of success, and therefore increases persistence.
Abramson, Seligman and Teasdale (1978) used an attributional framework to 
reformulate the learned helplessness theory of depression (Seligman, 1975). They 
proposed that rather than helplessness automatically following an uncontrollable event, 
the helplessness would be determined by the explanation of why the uncontrollable 
event took place. In a development of attribution theory, they proposed the existence 
of a global/specific dimension which relates to whether events influence several
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outcomes or only the identified one. Thus, attribution to global events would imply 
that the effects would generalise to other situations, attribution to stable events would 
increase the belief that the effects of the event would be long lasting and attribution to 
internal factors would result in a loss of self-esteem. It was proposed that depression 
results from attribution of uncontrollable events to stable, global and internal factors.
Attributions may, therefore, have a role in the onset of depression, although empirical 
support for this proposal is equivocal. It has been demonstrated that depressed people 
do make stable, global and internal attributions (Sweeney, Anderson and Bailey, 1986) 
and that these do change during the process of therapy (Firth-Cozens and Brewin, 
1988). However, it is less clear whether these attributions have a causal role in the 
onset of the depression, or whether they result from the depressive episode (Brewin, 
1988).
It has been suggested that it may be naïve to consider only causal agency when 
considering attributions. Brewin and Antaki (1987) proposed that other important 
factors in the attributional process are often overlooked. Thus, labelling of events, the 
moral judgements that are made about occurrences and the use of attributional 
explanations to “save face” need to be considered. The authors acknowledged that the 
primary function of attributions is to provide causal explanations of unexpected events, 
but proposed that failing to consider the other factors may result in the impoverishment 
of a “rich and flexible clinical tool.” Weiner (1988) also proposed that attribution 
therapy can and should be extended beyond simple reattribution of beliefs.
b. Wider applications of attribution theory
Attribution analysis has been applied to many situations, such as accidental injury (e.g. 
Bordieri and Kilbury, 1991), negative events (e.g. Janoff-Bulman, 1979), attributions 
of carers (Brewin, 1994) and health (Tumquist, Harvey and Andersen, 1988). Other 
areas, which are not considered in this review, include criminal offending (e.g. McKay, 
Chapman and Long, 1996), relapse prevention (e.g. Annis, 1991) and eating disorders 
(e.g. Moss and Dadds, 1991). While there are clear differences between these areas 
and the educational environment where attributional theory was first established, it
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appears that people make causal attributions in most situations. Appendix 1 contains a 
summary of the studies considered in this review.
Studies have investigated attributions in accidental injury (e.g. Bulman and Wortman, 
1977; Brewin, 1984; Westbrook and Nordholm, 1986; Bordieri, Comninel, and 
Drehmer, 1989; Bordieri and Kilbury, 1991) and traumatic brain injury (e.g. Lubusko, 
Moore, Stambrook and Gill, 1994; Moore, Stambrook and Wilson, 1991; Moore and 
Stambrook, 1992). They suggest that internal attributions for success and internal 
locus of control result in better outcomes than external attributions.
Self-blame has been found by some of these studies to be related to better coping, 
possibly due to increased perceived control. Some studies, however, have found that it 
may not be beneficial. This apparent contradiction may be explained by the use of 
different methodologies across studies. Some have used vignettes, rated by health care 
professionals, which may produce different results than interviewing accident victims. 
In addition, some have included participants of one gender, and such differences make 
it difficult to compare the studies.
Attribution theory has been used to explain carer reactions to challenging behaviour 
(e.g. Fenwick, 1995; Harboume, 1996; Fopma-Loy and Austin, 1993; Outlaw and 
Lowery, 1994). Attribution of challenging behaviour to internal or controllable causes 
is likely to cause anger in staff, or beliefs that the behaviour is unchangeable. 
Expressed emotion (EE) has also been investigated in families of people with 
schizophrenia or depression (e.g. Brewin, MacCarthy, Duda and Vaughan, 1991; 
Brewin, 1994; Hooley and Licht, 1997). This literature relates the presence and 
content of attributions to emotion. It appears that attributing undesirable behaviour to 
internal, controllable and stable causes results in anger and hostility in the carers of 
various client groups. Reduction in hostility occurs as events become attributed to less 
controllable and more universal causes. It may also be beneficial to attribute negative 
behaviours to illness.
In addition, the Brewin (1994) study suggested that it may be possible to alter the 
attributions that people make about behaviour by intervention and feedback, since
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interventions directed at reducing EE also altered the attributions made by relatives of 
people with schizophrenia. Brewin and Shapiro (1985) found this in an educational 
context, where providing external, stable and specific attributions was beneficial for 
students who made internal and stable or global attributions for task failure. It has also 
been shown that interventions that increase perceived personal control over treatment 
can have beneficial effects (Johnston, Gilbert, Partridge, and Collins, 1992).
A review of life-threatening illness (Tumquist, Harvey and Andersen, 1988) suggested 
that both patients and their families make causal attributions about their diagnosis. 
Attribution frequency increases as length of time since diagnosis and severity of disease 
increases. Most of the studies reviewed gave some consideration to the associations 
between attributions and adjustment. However, Tumquist et a l (1988) concluded that 
while there is evidence that making attributions is beneficial, it is much less clear how 
the content of the attributions relates to outcome. This has also been found in more 
recent studies (e.g. Berckman and Austin, 1993; Raczynski, Taylor, Cutter, Hardin, 
Rappaport and Oberman, 1994; Lavery and Clarke, 1996)
c. Measuring attributions
The above studies have used a variety of methods to measure attributions. Rating 
scales (e.g. Attributional Style Questionnaire - Peterson, Semmel, Von Baeyer, 
Abramson, Metalsky and Seligman, 1982) are often used to determine attributional 
style. Behavioural vignettes and role-play situations that require respondents to rate 
possible causes of a hypothetical event are also used. These kinds of measures are easy 
to administer and are readily accessible to scoring and analysis. However, since they 
rely on hypothetical situations they may focus on events that the researcher, rather than 
the participant, considers important (Stratton, Munton, Hanks, Heard and Davidson, 
1988).
It can be important to be able to measure natural attributions, in a context that does 
not involve laboratory-generated situations. Coding systems (e.g. The Leeds 
Attributional Coding System - LACS: Stratton et a l, 1988) have been developed to 
enable analysis of interview data and spontaneously generated statements.
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d. Conclusion of literature review
Attribution theory has been widely used throughout educational and social psychology, 
and it has been applied to the clinical and health psychology areas. It appears that there 
is a broad consensus, despite different areas of study and the use of widely different 
methodologies. There are worse outcomes if negative events are attributed to internal, 
stable, global, personal and uncontrollable causes. Changes in attribution direction 
have also been associated with improvements in outcome across different populations.
There has, however, been little analysis of the attributions that are made by people 
following brain injuries, or the onset of a neurological condition. Investigation of the 
association between the nature of attributions and outcomes, and comparison with 
other areas should prove particularly useful if attributions can be changed by the 
assessment and feedback process. This may be an effective way of promoting better 
outcomes for this population in terms of general mental health, spousal relationships 
and treatment.
In addition, while there has been much written about neuropsychological assessment 
and the use of psychometric instruments (Cipolotti and Warrington, 1995; Milne and 
Dawson, 1997) there is little consideration of neuropsychological assessment from the 
consumer’s perspective. Bennett-Levy, Klein-Boonschate, Batchelor, McCarter and 
Williams (1994) found that while few people had found assessment a negative 
experience, most had not received any information about assessment prior to attending. 
Experiences of testing were positively correlated with preparation for the assessment. 
Dunn (1996) found that most participants felt some anxiety prior to assessment, which 
they attributed to not knowing what to expect from the assessment. Questions from 
Bennett-Levy and colleagues (1994) were included in the present study, to investigate 
whether the reported experiences are common to neuropsychology outpatients from a 
different cultural setting.
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2. AIMS AND HYPOTHESES
The aims of this study were to investigate the attributions made by people attending a 
neuropsychology assessment, whether the process of assessment and feedback alters 
these attributions and whether there is any association between attributions and 
psychological distress. In addition, questions were asked which targeted experiences of 
the neuropsychological assessment process. The following hypotheses were 
investigated.
1) People attending a neuropsychological assessment will have causal explanations 
for their difficulties since people make attributions about negative events.
2) Current feedback about performance given after a neuropsychological assessment 
will modify the attributions made by people attending the appointment.
3) People with neurological conditions will make a high proportion of stable, global, 
internal and uncontrollable attributions. These will become more unstable, specific, 
external and controllable over the course of the study.
4) There will be a decrease in GHQ score, as the attributions become less stable and 
global and more controllable.
5) People will not be well informed about what the assessment involves, but will be 
satisfied with the feedback they receive.
3. METHOD
a. Participants
Participants were recruited from people attending routine outpatient neuropsychology 
appointments at a Regional Neurosciences Centre, following the approval of the local 
Ethics Committee (see Appendix la). A convenience sample of consecutive referrals to 
the psychology service was selected. Participants were required to pass a brief 
screening test (see Appendix 2), to ensure that they had sufficient language and 
memory skills to be able to take part in the study. People who did not meet the
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inclusion criteria were not asked to participate further, and the research interview was 
terminated after the screening test.
b. Measures
General Health Questionnaire (GHQ - Goldberg, 1978).
This questionnaire is widely used and measures present state in relation to usual state 
(Goldberg and Williams, 1988). The GHQ-28 was selected for this study because it 
concentrates on broad components of psychiatric morbidity, it is designed to be self­
administered, it permits analysis of subcategories, and it has been widely applied across 
clinical and research settings. The validity and reliability of the GHQ have been widely 
and successfully tested (Bowling, 1993) and it has been shown that people with TBI 
can report their psychosocial reactions using the GHQ (Kinsella, Moran, Ford and 
Ponsford, 1988). This has, however, yet to be unequivocally demonstrated (Antonak, 
Liveneh, and Antonak, 1993).
Leeds Attributional Coding System (LACS - Stratton, Munton, Hanks, Heard and 
Davidson, 1988).
This system was developed to analyse causal beliefs expressed during the course of 
family therapy sessions. It allows qualitative material to be quantified, by extracting 
and coding attributions from discourse data. It is a rigorous coding system and may 
therefore circumvent some of the previously reported difficulties with analysis of 
responses to open-ended questions (e.g. Tumquist et a l, 1988). The LACS provides 
ratings of attributions on five dimensions: stable-unstable; global-specific; internal- 
external; personal-universal and controllable-uncontrollable. Appendix 6 contains the 
definitions of each of the dimensions, and Stratton and colleagues (1988) should be 
consulted for the rationale and the reliability data for these dimensions. In addition to 
the attribution dimensions of the LACS, a sixth dimension was added, which coded 
whether the attribution related to the neurological condition or not.
Attributions were coded using a binary system, such that stable, global, internal, 
personal, controllable and neurological attributions received a score of one, and 
unstable, specific, external, universal, uncontrollable and non-neurological attributions 
received a score of zero. Ambiguous responses were coded as two. This enabled each
142
Small-Scale Research (Method)
transcript to be scored, and a mean score for each dimension was calculated by 
dividing the total score on each dimension (the sums of the ones and zeros) by the total 
number of rateable attributions (the number of attributions coded one or zero). People 
who scored above 0.5 tended to make more stable, global, internal, personal or 
controllable attributions.
c. Procedure
A summary of the procedure can be seen in Table 2. Each stage in the procedure is 
explained below.
Table 2: Summary of Procedure
Time What happens Explanation
Pre-appointment Consent Information sheet sent 
(after appointment letter)
Time 1 Pre-assessment interview Screening test (Appendix 2) 
Attribution questions (Appendix 3a) 
GHQ-28
Routine assessment 
(including feedback)
Carried out by another clinician
Time 2 Post-assessment interview Questions about testing (Appendix 4) 
Attribution questions (Appendix 3a)
Time 3 Postal questionnaires GHQ-28
Idiographic questionnaire (Appendix 5)
Consent
Participants were sent an information sheet (see Appendix 3) with a covering letter 
inviting them to participate in the project. They were assured confidentiality, and 
informed that their participation or refusal to participate in the study would not affect 
treatment. People who wished to take part were asked to arrive twenty minutes before 
their appointment time. On arrival, they were asked to complete a consent form.
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Pre-assessment interview
This involved answering five questions concerning their current difficulties (see 
Appendix 3 a), and what they felt may be responsible for them. The responses to these 
questions were audio-recorded, to enable accurate coding and scoring to take place. In 
addition, the GHQ-28 (Goldberg, 1978) was administered. This interview lasted 
approximately fifteen minutes.
Assessment
The assessment was carried out by a different clinician to the one who asked the 
research questions, and the researcher was not present during the assessment. 
Feedback on performance was usually given as part of the routine assessment, 
although its content varied depending on each individual case and the time available to 
the clinician. Typically, feedback contained information relating to the strengths and 
weaknesses identified by assessment, with some discussion of possible causes, 
diagnostic implications and prognosis where appropriate. The assessment took place in 
a separate room from the research interviews, where this was possible. Information 
from the assessment was not supplied to the researcher, and research data was not seen 
by the clinician. The clinician reminded the subject at the end of the assessment that 
they should return to see the researcher before they left the hospital.
Post-assessment interview
This took place immediately after the assessment. Subjects were asked to answer a 
number of questions about what they knew about the assessment before they came, 
and what they thought of the assessment and the feedback they received (see Appendix
4). Participants were encouraged to be as honest as they could in answering the 
questions. They were asked the attribution questions for a second time, and before 
they left they were reminded that they would be sent two questionnaires to complete.
Coding
The researcher transcribed the audio-recorded data from the two interviews within a 
week of the interviews. The transcripts were analysed using the LACS (see above). In 
accordance with standard practice (Stratton et al, 1988), several rules were agreed 
upon during the course of the analysis of transcripts, to enable an acceptable level of
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inter-rater reliability to be obtained. Attributions were coded only for the speaker, lists 
of difficulties were treated as outcomes, and all health behaviours were rated as global. 
No knowledge gained from the rest of the interview was used in the coding procedure.
Questionnaires
A GHQ-28 and an idiographic questionnaire were sent two weeks after the interviews. 
The idiographic questionnaires were compiled from the transcripts of participant 
responses to the attribution questions, and attributions were selected if they had high 
inter-rater reliability, directly addressed the question, represented key concerns and 
were unambiguous. As far as possible, one attribution was taken from each section.
The attribution outcomes were rephrased as a sentence ending in the word '"because" 
and the participants were required to complete the sentence. The responses were 
scored using the LACS as described above. A sample of some of the questions 
included in the questionnaires is shown in Appendix 5. Subjects were provided with a 
stamped addressed envelope in which to return the questionnaires. A week later, the 
researcher contacted those who had not returned their questionnaires to encourage 
them to return them to the hospital.
Demographic Information
A demographic information sheet was completed with the participants at the end of the 
second interview. For the participants who did not wish to take part in the study, the 
demographic data was taken from the referral letter.
4. RESULTS
Twenty-three people were asked to participate in the study. Eight people refused to 
take part, one person was excluded from the study as they did not pass the screening 
test and two other people could not be seen, leaving twelve people from whom data 
was collected. Table 3 shows a summary of the demographic data for the two groups. 
There were no apparent differences between the people who agreed to take part and 
those who refused. Variables such as age, time since diagnosis and pathology did not 
seem to influence whether people were prepared to take part. There is some 
suggestion, however, that men were less prepared to take part than women.
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Table 3. Demographic data for participants and non-participants
Variable Included (%) Excluded (%)
Gender
n=12 n = ll
Male 42 82
Female 58 18
Age
Mean 40.4 44.9
S.D. 20.4 14.0
Time since diagnosis
< 1 year 50 30
2-4 years 8 60
> 4 years 42 10
Pathology
Closed Head Injury 8 9
Space Occupying Lesion 17 18
Epilepsy 33 0
Memory Loss 17 55
Other 25 18
First assessment?
Yes 75 64
No 25 36
The twelve people included in this study all attended a Regional Neurosciences Centre 
for a neuropsychological assessment, either at the request of regional neurologists and 
neurosurgeons, or as a preliminary assessment prior to rehabilitation. Seven women 
and five men took part in the study. The mean age of the subjects was 40.4 years (s.d. 
20.4, range 12 - 80 years). There was a wide range of pathologies (see Table 3) and 
the mean time since diagnosis was 76.4 months (s.d. 95.1, range 5 - 252 months).
Inter-rater reliability
Several transcripts were analysed and coded by two raters. Inter-rater reliability was 
established at 58% for attribution extraction and 76% for the coding of attributions for
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the final three transcripts analysed. These levels were considered to be sufficiently 
close to the recommended range of agreement (60 - 80%, Stratton et a l, 1988) for 
analysis to continue.
Data analysis
The data were analysed using nomparametric statistics as the small sample size made 
the use of non-parametric statistics more conservative. Friedman tests were used as 
repeated measures tests to investigate the differences between Time 1, Time 2 and 
Time 3, and Wilcoxon matched-pairs signed rank test were carried out to determine 
whether there was a significant differences in GHQ scores between Time 1 and Time 3. 
In addition, correlations were carried out to analyse the relationships between 
attributions.
Table 4: Number of attributions
Time 1 Time 2 Time 3
(n=12) (n=12) (n=ll)
Total number of 
attributions
209 104 137
Mean number of 
attributions
17.4 8.7 12.5
Range 3-55 2-2 2 2-28
Table 4 shows the number of attributions made at each point in the study. The highest 
number were made at Time 1, and the lowest at Time 2. This is surprising, as it might 
have been expected that the questionnaires would elicit the lowest attribution rate.
Table 5 (below) shows the proportions of attributions that were made at each point in 
the study. It can be seen that a high proportion of stable, global, internal and personal 
attributions and a low number of controllable (i.e. a high number of uncontrollable) 
attributions were made. Over half the attributions made related to the neurological 
condition.
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Table 5: Proportions of attributions
Time 1 Time 2 Time 3 Friedman test
Mean S.D. Mean S.D. Mean S.D. / P
Stable 0.83 0.18 0.88 0.15 0.89 0.18 3.08 ILS.
Global 0.74 0.22 0.83 0.15 0.92 0.10 9.27 0.01
Internal 0.73 0.21 0.73 0.20 0.66 0.16 3.50 ILS.
Personal 0.80 0.15 0.73 0.29 0.93 0.11 4.11 ILS.
Controllable 0.22 0.28 0.22 0.29 0.26 0.19 0.24 ILS.
Neurological 0.55 0.28 0.54 0.38 0.69 0.23 3.62 ILS.
This data is represented graphically in Figures la, lb and 1c below. The only 
significant change was on the global dimension: attributions became significantly more 
global (x2 = 9.48, p<0.01).
0 .8  J-
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Figure la. Changes in mean proportion of stable and internal attributions
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Figure lb . Changes in mean proportion of global and controllable attributions
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Figure 1c. Changes in mean proportion of personal and neurological attributions
GHQ score
The GHQ-28 was administered at Time 1 and Time 3. Table 6 shows the mean and 
standard deviation of GHQ scores, and the comparison of the two sets of scores. They 
were compared using a Wilcoxon Matched-Pairs Signed Ranks Test, and it can be seen 
that GHQ scores decreased significantly from Time 1 to Time 3 (z = -2.04, p < 0.04).
Table 6: Summary of GHQ-28 scores
Time 1 Time 3 Wilcoxon test
Mean S.D. Mean S.D. z P
GHQ score 6.17 4.67 4.24 4.46 -2.04 0.04
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The mean score for the sample at Time 1 was above the cut-off thought to indicate 
psychiatric distress (Goldberg and Williams, 1988), and below this cut-off at Time 3. 
58% of the sample were above the cut-off at Time 1, compared to 40% at Time 3. Five 
people stayed at case level, four people stayed at non-case level and three people 
changed from case to non-case over the course of the experiment. No one changed 
from non-case to case. Post-hoc comparisons between people who remained at case 
level and people who changed from case to non-case revealed no significant differences 
when changes in attribution proportions (Time 1 with Time 3) were compared.
Intercorrelatiom among attributions
These were investigated at each of the time intervals, and the results are reported in 
Tables 7, 8 and 9 below.
Table 7: Correlations among attribution variables and GHQ at Time 1
Dimension 1 2 3 4 5 6 7
1. Stable -
2. Global o.?r -
3. Internal 0.1 -0.52 -
4. Personal 0.16 -0.14 -0.23 -
5. Controllable -0.50 -0.51 0.28 -0.41 -
6. Neurological 0.55 0.44 -0.37 0.16 -0.54 -
7. GHQ 0.33 0.18 0.60* -0.14 -0.15 -0.05
Note: N=12 "p < 0.05. "pcO.Ol.
At Time 1, the Stable and Global dimensions were correlated (r = 0.70, p < 0.01) and 
the Internal dimension was correlated with GHQ score (r = 0.60, p < 0.05).
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Table 8: Correlations among attribution variables at Time 2
Dimension 1 2 3 4 5 6
1. Stable -
2. Global 0.69" -
3. Internal 0.40 0.15 -
4. Personal 0.17 0.48 -0.09 -
5. Controllable -0.41 -0.10 -0.13 -0.46 -
6. Neurological 0.44 0.29 0.23 0.10 -0.47
Note: N=12 "p < 0.05. ”p < 0.01.
At Time 2 (see Table 8), the Global-Stable relationship was still significant (r = 0.64, 
p<0.05). Table 9 shows the correlations at Time 3. It can be seen that there is a 
significant negative correlation between the Internal and Neurological dimensions (r = 
-0.76, pO.Ol) implying an increase in externality as problems are attributed to the 
neurological condition. There is a significant correlation between the Internal and 
Controllable dimensions (r = 0.62, p<0.05) implying that internal attributions are 
associated with higher perceived control.
Table 9: Correlations among attribution variables and GHQ at Time 3
Dimension 1 2 3 4 5 6 7
1. Stable -
2. Global 0.23 -
3. Internal 0.29 -0.32 -
4. Personal 0.59 -0.01 0.32 -
5. Controllable -0.17 -0.02 0.62* -0.23 -
6. Neurological -0.44 0.54 -0.74*' -0.38 -0.34 -
7. GHQ -0.26 0.34 0.01 0.37 0.04 0.34
Note: N=ll "p < 0.05. "p<0.01.
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Table 10 shows the answers to the Bennett-Levy et a l (1994) questions concerning 
the preparation for the assessment. It can be seen that the majority of people had 
received no information about what to expect before they came to the assessment. 
Those people who did know what to expect explicitly referred back to their previous 
assessments.
Table 10: Expectations and Preparation for the Assessment
Before you came to the assessment, had anyone told 
you anything at all about what to expect, or had you 
been given any written information about what to
Yes No
expect? 18% 82%
For instance, before you came to the assessment had anyone told you, or had you 
had any written information that:
The assessment would last as long as it did? 27% 73%
You would be doing tests of memoiy, concentration.
problem solving and thinking? 45% 55%
The assessment would help you understand your
strengths and problem areas? 45% 55%
The assessment would help others who are trying to
assist you (e.g. your GP, speech therapist, employer)?
The assessment could provide an opportunity to 
discuss ways in which you could get around some of
55% 45%
the problem areas of your life? 73% 27%
Was the information given before the assessment (if
any) helpful? 36% 64%
Most people had not realised that the assessment would last as long as it did, although 
most expected to be able to discuss ways they could get round the problem areas in 
their lives. The people who answered "Yes" to most of the information questions had 
worked out for themselves what would happen. Most people did not find any 
information given before the assessment helpful, and several commented that they had 
not received enough information to get an idea of what the assessment would be like.
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Table 11: Discussion and Feedback
Yes No Some
Did you get feedback on your results after testing was 
finished? 45% 45% 10%
If you did receive feedback, do you remember it now? 71% 0% 29%
Did you understand the feedback? 100% 0% 0%
Was it useful? 86% 0% 14%
Did you receive any information or feedback in 
writing? 0% 100% 0%
If NO, would you have liked some? 43% 57% -
If you did not receive feedback, would you have liked 
some? 80% 20%
Table 11 shows participants’ opinions of the feedback received after the assessment. 
The majority of people received at least some feedback, and everybody understood the 
feedback, and remembered at least some of it. Most people who did not receive 
feedback would have liked some. Participants did not receive feedback in writing, 
although some would have liked this.
5. DISCUSSION
The results of this study suggest that people attending neuropsychological assessment 
made attributions, and that at least half of these related directly to their neurological 
condition. A significant increase in global attributions was measured over the course of 
the study, and there was a significant decrease in GHQ scores. The mean GHQ score 
at Time 1 fell in the range indicating significant distress, with 58% of the sample 
scoring above the cut-off. GHQ scores had fallen below the cut-off by Time 3, with 
only 40% of the sample scoring in the distressed range. Three people had changed 
from case to non-case level on the GHQ, but post-hoc comparisons revealed no 
significant differences between scores on the attribution dimensions.
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At Time 1, global and stable attributions were positively correlated, and there was a 
negative association between internal attributions and GHQ. At Time 2 there was a 
positive correlation between global and stable attributions. At Time 3 there was a 
negative relationship between internal and neurological attributions and a positive 
association between internal and controllable attributions. The audit of participants 
preparation for, and opinions of, the assessment revealed that people did not know 
much about their assessment before they attended, but that they were generally 
satisfied with the feedback they received.
a. Exploration of hypotheses
Hypothesis 1: People attending a neuropsychological assessment will have causal 
explanations fo r their difficulties.
The literature reviewed in this study suggested that people make attributions about 
negative events, and it was therefore predicted that people attending a 
neuropsychological assessment would make causal attributions about their difficulties. 
During the course of interviews and in response to idiographic questionnaires, all 
participants made causal attributions, and at least half of these were directly related to 
their neurological condition, thus providing some support for this hypothesis.
Hypothesis 2: Current feedback about performance after neuropsychological 
assessment will modify the attributions made by people attending the appointment.
It was predicted that the process of feedback following a neuropsychological 
assessment would modify the attributions that people make concerning their 
difficulties. The present study found that the only significant change in attributions 
occurred on the global dimension. People made a higher proportion of global 
attributions at Time 2 and Time 3 than they did at Time 1. Thus, this hypothesis is 
partially supported, as change was observed on one dimension. However, current 
feedback after neuropsychological assessment did not significantly alter the attributions 
made on most of the dimensions analysed.
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It did, however, seem to have an effect on the number of attributions people made. 
People made fewer attributions at the post-assessment interview. There was an 
indication that the sessions were too close together as some participants felt they were 
simply repeating what they had said previously. This may have made the measurements 
at Time 1 and Time 2 artificially similar, and therefore reduced the amount of change 
that was measured. Future studies should control for this..
Hypothesis 3: There will initially be a high proportion o f stable, global, internal and 
uncontrollable attributions. These will become more unstable, specific, external and 
controllable over the course o f the study.
It was predicted that people would make a high proportion of stable, global, internal 
and uncontrollable attributions, and that this would change during the course of the 
study. It was found that people did indeed show the predicted pattern of attributions, 
but that there were few significant changes in the content of the attributions. The 
change that reached statistical significance was an increase in the proportion of global 
attributions after the neuropsychological assessment and at follow-up.
Hypothesis 4: There will be a decrease in GHQ score, as the attributions become less 
stable, global, and more controllable
This was predicted following reports in the literature that changes in attribution 
dimensions would be associated with a change in general mental health. However, this 
was not supported. There was a negative association between internal attributions at 
Time 1 and GHQ, suggesting that it is beneficial to make external attributions, in line 
with previous research in depression. However, this was the only significant correlation 
of GHQ score and attribution dimensions. GHQ scores decreased significantly over the 
course of the study but, as previously discussed, the attributions became more global. 
Post hoc analyses revealed no differences in attributions between people who changed 
from case to non-case and those who remained at case level.
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Hypothesis 5: Most people will not be well informed about what the assessment 
involves but they will be satisfied with the feedback they receive.
This hypothesis was supported, in agreement with the study carried out by Bennett- 
Levy and colleagues (1994). Most people did not have a clear idea of what to expect 
prior to attending their appointment, and this was particularly noticeable with regards 
to the length of time the assessment would last. Most people expected to be able to 
discuss problem areas in their lives, and how they might get round them, suggesting 
that people should always be given the opportunity to discuss this. Most people 
wanted more information before attending, and found that the information they receive 
currently was not helpful. The current information contains practical details of the 
appointment (time, date, place) and a map, and asks people to attend with close friend 
or relative and to bring spectacles if they are required for reading. It might be useful to 
include an information leaflet about what to expect at a neuropsychology outpatient 
appointment with the appointment letter (see Bennett-Levy et al, 1994 for an 
example). This may help to reduce anxiety experienced by people attending such 
appointments (Dunn, 1996).
Most people reported that they received at least some feedback, and of these, everyone 
felt they had understood the feedback, and most had remembered at least some of it. 
No one received feedback in writing and most people did not want any, although some 
people with memory problems felt this would have been useful. This contrasts with the 
Bennett-Levy (1994) study, where the majority of participants would have liked 
written feedback. People who did not get feedback would have liked some, although 
they were usually given an explanation of why no feedback had been given (e.g. results 
need to be scored). It might be useful for people to have the opportunity to discuss the 
results at a future 'feedback" session.
b. Summary of Hypotheses
People attending neuropsychological assessments did make attributions, and a 
reasonable proportion of these related to their neurological condition. However, 
neuropsychological assessment and feedback did not have a large influence on the 
attributions. The only significant change was that attributions became more global.
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GHQ scores decreased significantly over the time of the study and were initially 
significantly negatively correlated with internal attributions. Most people did not know 
what to expect from a neuropsychology outpatient appointment, and wanted more 
information. People who received feedback were generally satisfied with the feedback 
they received, although some would have liked written feedback. Most people who did 
not receive feedback would have liked some.
c. Proposed explanations
Most of the hypotheses were not supported: there was not much impact of 
neuropsychological assessment and feedback on attributions. The statistically 
significant change was in the opposite direction to that which was expected, but 
nonetheless there was a significant decrease in GHQ score. There were few reliable 
correlations between attribution dimensions, and few correlations of attributions with 
GHQ score.
People made a high proportion of stable, global, internal, personal and uncontrollable 
attributions at Time 1, and were above the cut-off point indicating psychiatric distress 
(Goldberg and Williams, 1988). This is in accord with the literature on depression, 
where these dimensions have traditionally been associated with high levels of 
depression, lower self-esteem and poorer outcome (Abramson et al, 1978, Weiner, 
1985, Sweeney et a l, 1986).
However, as the study progressed, the attributions made by the participants became 
significantly more global. Despite this, there was a significant decrease in GHQ score, 
and the mean GHQ score fell by almost two points to below the cut-off for significant 
distress. A possible explanation for the increase in global attributions and the 
associated decrease in GHQ scores is that there has been an increase in the proportion 
of attributions that relate to the neurological condition. Although there was no 
statistically significant increase in attributions of a neurological nature, all health- 
related attributions were scored as global rather than specific. The observed increase in 
the proportion of global attributions may be associated with an increase in health- 
related attributions, and indeed the correlation between global and neurological
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attributions approached significance. An increase in neurological attributions may be 
beneficial, and there are several areas of the literature which support this hypothesis.
Self-blame has been seen as being adaptive in some contexts. For example, Bulman and 
Wortman (1977) proposed that, in the case of spinal injury, self-blame was adaptive as 
it increased perceived control. This has been extended to the area of rape (Janoff- 
Bulman, 1979), where behavioural self-blame (i.e. blaming one’s behaviour as opposed 
to blaming one’s character) was associated with better outcome. The author suggested 
that this association occurred because self-blame increased perceived control, and the 
perception that future outcome can be influenced. This could be seen to be relevant to 
the participants in this study as there was a significant correlation between internal and 
controllable attributions. Attributions to neurological condition may increase the 
expectations of reduction of symptoms, either medically (e.g. surgery or medication) 
or psychologically (e.g. coping strategies). This may give control back to the patient, 
with a resultant reduction in distress.
Several studies have demonstrated that internal locus of control is related to better 
outcome (e.g. Lubusko et a l, 1994, Moore et a l, 1990). In the present study, there 
was a negative correlation between internal attributions and GHQ score and a positive 
correlation between internal and controllable attributions, suggesting that internal 
attribution was associated with lower GHQ score and increased control. It is possible 
that neuropsychological assessment and feedback may increase perceived control, 
although post hoc analysis revealed no differences on the controllable dimension 
between the groups who reported receiving feedback and those who did not.
There are suggestions from studies of expressed emotion in relatives of people with 
depression (Hooley and Licht, 1997) that expressed emotion is associated with 
attribution to illness. More attributions of behaviour to the illness are associated with 
lower levels of expressed emotion. It is possible that there are similar beneficial effects 
for the participants in this study. Although attributions to neurological condition are 
likely to be more stable and global, it may enable people to find explanations for their 
difficulties, and may also influence the attitudes of spouses and relatives. This may 
reduce the distress experienced by such patients. Therefore it is possible that GHQ
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decreases as the other attributions increase because there is a concurrent increase in 
attributions to the neurological condition, which may have some beneficial function.
An alternative explanation is that the increase in global attributions is an artefact of the 
coding procedure, or a random statistical result. It is likely that current feedback is not 
detailed enough, or memorable enough to cause changes in attributional style, and this 
may explain why there are so few changes. In addition, some people in the study did 
not receive feedback, although it is possible that the process of assessment itself is 
sufficient to bring about change. Post hoc analyses revealed that there were no 
significant differences between people who reported receiving feedback and those who 
did not, on any attribution dimension. There may be no contributory factor of the 
assessment which results in the observed change, and there may be some other factor 
in operation that contributes to the measured change in attribution and GHQ score 
(e.g. reduction in anxiety following diagnosis). Future studies could address this with a 
larger sample size, which should reduce the impact of individual differences on the 
overall experimental effect.
6. LIMITATIONS OF THIS STUDY
a. Small number of participants
Twelve people agreed to take part in this project, resulting in a participation rate of 
52%, which was somewhat below expected. Small sample sizes cause problems for 
several reasons. Firstly, there is a difficulty of reduced power in statistical tests, as 
power of a statistical test decreases as sample sizes decreases (Pett, 1997). Power 
relates to the ability of a test to correctly reject the null hypothesis, and reduced power 
means that findings, which may be clinically significant, remain undetected. There is a 
greater chance of making a Type II error. Small sample sizes are also more likely to be 
non-normally distributed, although this can be circumvented by the use of non- 
parametric statistical tests. In addition, small samples are problematic because findings 
may not generalise as a small sample is less likely to resemble the characteristics of the 
population under study than a larger sample.
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b. Heterogeneous participant group
The people who took part in this study were a heterogeneous set. Some people had 
had previous neuropsychological assessments, while others were attending for the first 
time. People had varying diagnoses and had been aware of their conditions for a 
varying length of time. Different diagnoses may have had an impact on the attributions 
people made. It was not possible, due to the small sample size, to analyse the data from 
different groups independently, but this might be an interesting factor for future studies 
to consider.
It is also possible that length of time since diagnosis may influence attributions. It has 
been reported (Tumquist et a l, 1988) that frequency of attributions is associated with 
time since diagnosis and severity of disease. Post-hoc analysis of the data from the 
current study revealed a tendency for length of time since diagnosis to be positively 
correlated with number of attributions made, although this did not reach significance. 
In addition, contents of attributions change over time. It has been reported that it is 
important to consider that attributions may require time to “consolidate” before they 
are measured (Brewin, 1984).
c. Evaluation
Another limitation of this study is that the evaluation of the service was carried out 
with the full knowledge of the clinicians. All people attending a neuropsychological 
assessment were invited to take part in the project, and the clinicians knew who had 
agreed to participate, and therefore knew which patients were going to be asked to 
comment on the testing procedure. This may have lead, unwittingly on behalf of the 
clinician, to them ensuring that intelligible, memorable feedback was given to the 
participants. It would have been preferable to have randomised the participants, so that 
only some were asked the research questions. The clinician would be “blind” to the 
identity of those in the experimental group. In addition, it might have been preferable if 
the people who rated the attributions had been “blind” to the purpose of the study.
d. Location of the study
The study was carried out at one centre, meaning that the results may not generalise to 
other centres, and to similar participant groups in different areas. It would be
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interesting to compare centres to determine whether there are differences in practice 
between centres, and to investigate whether there are differential effects of certain 
practices on attributions.
7. FUTURE DIRECTIONS
Future studies should attempt to address the limitations of this one. Larger numbers of 
participants should be recruited to the study, and possibly only two diagnostic groups 
should be considered. It might be useful to restrict the study to only those who have 
comparatively recently (e.g. within the last year) become involved in the medical 
system as a result of their neurological condition. It would be useful to only include 
people who have never had a neuropsychological assessment before although too many 
exclusion criteria will reduce the sample size. In addition, ensuring that the clinicians 
are <cblind” to participant identity, and extending the study to different centres might 
prove informative.
Following these alterations, this study could extend the concepts currently explored 
and examine the post hoc analyses. Further investigation is needed to determine why 
some people changed from case to non-case on the GHQ, and whether neurological 
attributions play a part in this. The role of feedback in altering attributions also requires 
clarification. Further exploration is needed to determine whether increasing attribution 
to neurological conditions is beneficial.
This study could also be extended to include systematic feedback. Participants could be 
interviewed before they attend their assessment session, and asked to re-attend for a 
feedback session constructed using the framework suggested by Gass and Brown 
(1992). Participants could be interviewed after the feedback session and follow-up data 
could be collected as previously. This would ensure that all subjects received feedback, 
and it would also be possible to influence the feedback (i.e. make it more attribution 
orientated). A control group would receive the standard assessment. It is difficult to 
determine whether this approach is realistic, given the constraints on clinicians in the 
current working environment. There may also be ethical difficulties, as people who 
elected to take part in the study might receive better treatment.
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Another approach could involve interviewing the spouses of people attending 
assessments, as well as the people themselves. A comparison of spousal and patient 
attributions would provide information about insight, which can often be compromised 
in people with neurological difficulties (Prigatano and Schacter, 1991). It might be 
predicted that patients with limited insight would report fewer difficulties, and be less 
likely to attribute them to their neurological condition than their spouses. Information 
may be accessed about the other roles of attributional explanation discussed earlier, 
especially their role in “saving face” (Brewin, 1988).
In addition, an explanation of people’s difficulties and feedback to their partners might 
help to reframe the difficulties. It might be possible to compare whether this has 
beneficial effects for patients, as reported in the literature on expressed emotion 
(Hooley and Licht, 1997). This development of the study may be more feasible, as it 
should not require alteration to clinical practice. It is common in the case of 
neuropsychological assessments for relatives to attend with the patient, to be 
interviewed during the history taking, and to be included in the feedback process.
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8. SUMMARY
This study investigated whether neuropsychological assessment and feedback 
influenced the attributions made by people attending an outpatient appointment at a 
Regional Neurosciences Centre. It was hypothesised that attributions would initially be 
global, stable, internal, personal and uncontrollable in nature, and that the process of 
assessment and feedback would alter the pattern. It was predicted that scores on the 
General Health Questionnaire would decrease as the pattern of attributions changed. In 
fact, the only significant change was that the attributions became more global. There 
was a significant decrease in GHQ score, but few significant correlations between 
GHQ and the attribution dimensions.
Post hoc analyses revealed no significant differences between people who received 
feedback and those who did not, nor were there any differences between people who 
changed from case to non-case, and those who remained at case level. It is suggested 
that the increase in global attributions may reflect on increase in attributions to the 
neurological condition, which may have a beneficial effect. This requires further study 
with larger sample sizes. Future studies could investigate whether more systematic 
feedback might produce greater changes in attributions. Alternatively, it might be 
instructive to explore spousal attributions and their relationship to expressed emotion.
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10. APPENDICES
Appendix 1
Summary of outcomes of papers using attributional analysis
Study
Attribution theory 
Brewin&
Antaki, 1987;
Brewin, 1988
N Area
Attribution
theory
Methodology Outcome
Need to consider further levels 
of attribution (labels, moral 
evaluation, self-preservation)
Abramson et al, 
1978
'
Depression Stable, internal and global 
attributions led to depression 
and low self-esteem
Firth-Cozens & 
Brewin, 1988
40 Psychotherapy 
(anxiety and/or 
depression)
Questionnaire Attributions became more 
unstable, specific, controllable; 
depression decreased
Munton & 
Antaki
10 Family therapy LACS Attributions can be identified; 
change occurs when negatives 
attributed to unstable causes
Sweeney et al, 
1986
- Depression - Correlations between predicted 
attributions and depression
Weiner, 1988 Attribution
theory
Internal, uncontrollable and 
stable attributions lead to low 
self-esteem, shame and low 
expectancy of success
Accidents 
Bordieri et a l, 
1989; Bordieri & 
Kilbury, 1991
90
84
Rehabilitation 
students 
(re: disability)
Vignettes Self-blamers and inaccurate 
attributers are rated as coping 
less well
Brewin, 1984 93 Industrial 
accident victims
Rating scales Self-blame and causal 
responsibility associated with 
positive outcome
Lubusko et al, 
’94; Moore et a l 
’90; Moore & 
Stambrook, 1990
19
66
65
Locus of control 
after TBI
LOG quest­
ionnaires and 
outcome 
measures
High internal LOC, low 
external and low powerful 
others LOC associated with 
better outcomes
Negative events
JanofF-Bulman,
1979
48 Depression
Rape
Group session 
Questionnaire
Depression associated with 
characterological-, rape with 
behavioural-self-blame
Joseph et al, 
1991, 1993
16 PTSD LACS Internal attributions associated 
with PTSD symptoms
Morrow, 1991 84 Incest victims Interview Internal attribution related to 
depression and low self-esteem
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Appendix 1 (continued)
Summary of outcomes of papers using attributional analysis
Study
Carers
N Area Methodology Outcome
Brewin, 1994 
Brewin et al, 
1991
16 EE and 
schizophrenia
LACS Lower hostility associated with 
less controllable and more 
universal attributions
Fenwick, 1995 - Challenging 
behaviour -PLD
- Internal and controllable 
attributions lead to staff anger
Fopma-Loy and 
Austin, 1993
49 Alzheimer’s
Disease
Questionnaire Unstable attributions related to 
beliefs of modifiable behaviour
Harboume, 1996 48 Challenging 
behaviour 
(Older Adults)
Questionnaire Nurse’s negative emotions 
associated with internal 
attributions
Hooley & Licht, 
1997.
43 EE and 
depression
LACS High EE associated with 
controllable, personal and 
“responsibility” attributions
Outlaw & 
Lowery, 1994
24 Seclusion and 
restraint
Interview Patient attributions: external, 
unstable and uncontrollable; 
Staff attributions: internal, 
unstable and controllable
Health
Berckman & 
Austin, 1993
61 Lung Cancer Interview Internal & external attributions 
associated with control
Faller et al, 
1995
120 Lung Cancer Interview Psychosocial attribution 
associated with worse outcomes
Lavery & Clarke, 
1996
244 Breast Cancer Questionnaire Attribution to uncontrollable 
causes leads to information 
seeking behaviour
Raczynski et al, 
1994
1487 Coronary Heart 
Disease
Interview Race associated with 
attribution of symptoms to 
cardiac origins
Tumquist et al , 
1988
Life-
threatening
illnesses
Review Making attributions is 
beneficial; less clear how 
content of attributions relates to 
outcome
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Appendix la
Correspondence relating to Ethics Committee application
st George’s 
Healthcare'
acr
Qar )
O ur Ref: KS/jlr/97.24.7
1 April 1997
St. George's Healthcare NHS Trust 
SL George’s Hospital 
Blackshaw Road. London SW17 OQT 
Telephone: 0181-672 1255 
Fax:0181-672 5304
M s Louise Paque 
10 Boulevard Mansions 
Balham High Road 
SW17 7BW
D ear M s Paque,
Understanding the effects o f  neuropsychological assessment - 97.24.7
The Local Research Ethics Committee o f  26 March 1997, considered your application and in 
principle was happy for you to proceed subject to the following points being addressed.
(1) The patient information sheet should be amended to  avoid jargon  and should include 
lay terms.
(2) A separate consent form should be provided and the first sentence in the GP letters 
should be amended to 'your patient' rather than 'this man/woman'.
(3) The nam e and signature o f  the consultant in overall charge should be included in the 
application form as well as the name o f the project supervisor.
W e look forward to receiving your response.
Yours sincerely
M rs Kay Sormeborn 
C h a irm an
Local R esearch  E thics Com m ittee
WHN 045
Incorporating:
S t. G eorge's Hospital 
A tkinson Morley's H ospital 
Bolingbroke Hospital
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Appendix la  - continued
st George’s 
Healthçâfè)
St. George’s Healthcare NHS Trust 
SL George’s Hospital 
Blackshaw Road, London SWT7 OQT 
Telephone: 0181-672 1255 
Fax: 0181-672 5304
M s Louise Paque 
Clinical Psychologist in Training 
10 Boulevard Mansions 
The Boulevard 
Balham High Street 
London S W 17 7BW
O ur Ref: KS/jlr/97.24.7 
20 June 1997
D ear M s Paque,
U n d ers tan d in g  the  effects o f neuropsychological assessm ent - 97.24.7
Thank you for your letter o f 20 May, which satisfactorily answers the queries raised by the 
Committee and I am now  happy to give ethical approval for the study to  proceed.
However, I suggest that the appointment letter should be sent prior to the patient information 
sheet rather than together. On reflection, I would recommend that the patients name be used 
throughout the GP letters.
Y ours sincerely
k j  M rs Kay Sonneborn 
V C h a irm an
\  L ocal R esearch  E thics C om m ittee
P lease N ote: All research should be conducted in accordance with the guidelines o f 
the Ethical Committee and the Committee should be informed:
(a) when the project is complete.
(b) w hat stage the project is at one year from today's date.
(c) if  any alterations are made to the treatment or protocol which 
might have affected ethical approval being granted.
(d) all investigators whose projects have been approved by this 
Committee are required to report at once any adverse 
experience affecting subjects in the study.
Incorporating:
S t. Ceorge’j  Hospital 
Atkinson Morley's H ospital 
Bolingbroke Hospital
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Appendix 2
Screening test - for memory and/or language difficulties
1. Introduce myself as “Louise Paque, a psychologist working here at the moment” 
and ask them to remember that, as I will ask them again later.
2. How did you get here this morning/afternoon?
3. Who are you seeing today?
4. What are you seeing them for?
5. Can you remember what my name is?
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Appendix 3
PATIENT INFORMATION SHEET
Title of Study: “Understanding the effects of neuropsychological assessment” 
What is this study about?
We are interested in finding out whether being tested changes the way that people see 
their difficulties. Neuropsychological assessment is one of the routine assessments 
carried out at this hospital. We would also like to find out what people think about 
their assessment, and what changes they would like to make.
What will happen during the study?
This study involves two short interviews with a clinical psychologist in training. The 
first will happen just before your assessment, and the second will take place just after 
the assessment. Both interviews should last about twenty minutes.
In the first interview, you will be asked a few questions about your current difficulties 
and what you feel has caused them. You will also be asked to fill in a form about how 
you are feeling. In the second interview, you will be asked some questions about what 
you thought about being tested. Two weeks later you will be sent two forms to fill in 
and return to the hospital. A stamped addressed envelope will be provided
How is the study useful?
The study will provide useful information about the effects that being tested has on 
peoples’ thoughts and feelings. It will also tell us what people think about being tested 
at this hospital. This will help us to improve the service provided to patients.
How long will the study last?
The study will run for about six months. Results of the study will only be known once 
everyone has completed the study. Copies of the report will be available people who 
took part in the study.
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What happens if I say “No”?
Participation in the study is voluntary. Future management and care will not be 
affected if you do not wish to take part. You may withdraw from the study at any time 
without giving any reasons.
What about confidentiality?
All personal information will be treated as strictly confidential and will not be made 
publicly available. Only authorised people will have access to this information.
If you have any concerns about this study, please contact:
(details of the researchers)
Signed by the person in charge of the project: ...........................................
Name (Print): ...........................................
The Local Research Ethics Committee has approved the above statement.
Signed by the Chair of that Committee: ...... ...................................
Date:.... ...........................................
Index number protocol: ...........................................
Appendix 3a
Questions about attributions of current difficulties
1. What do you see as your main difficulties at the moment?
2. Why do you think these difficulties have arisen?
3. How do you think things will be in 2 or 3 years time?
4. Do you think that anything can be done to help you with your difficulties?
5. Do you think most people in your situation have these sorts of difficulties?
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Appendix 4
Questions about the expectations and preparation for the assessment, and about 
the discussion and feedback following the assessment (From Bennett-Levy et a l, 
1994)
1) Before you came to the assessment, had anyone told you anything at all about what 
to expect, or had you been given any written information about what to expect?
2) For instance, before you came to the assessment had anyone told you, or had you 
had any written information that:
• The assessment would last as long as it did?
• You would be doing tests of memory, concentration, problem solving and 
thinking?
® The assessment would help you understand your strengths and problem 
areas?
e The assessment would help others who are tiying to assist you (e.g. your GP, 
speech therapist, employer)?
• The assessment could provide an opportunity to discuss ways in which you 
could get around some of the problem areas of your life?
• Was the information given before the assessment (if any) helpful?
3) Did you get feedback on your results after testing was finished?
4) If you did receive feedback, do you remember it now?
5) Did you understand the feedback?
6) Was it useful?
7) Did you receive any information or feedback in writing?
• If YES, was it helpful?
• If NO, would you have liked some?
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Appendix 5
Examples of questions included in the idiographic questionnaires
1. My current difficulties have arisen because.......
2. Most people in my situation have these sorts of difficulties because.......
3. I think that things will be pretty much the same in two or three years time because
4. I think it’ll take time to help me with my difficulties because.......
5. I find it difficult to put a sentence together because.......
6. I am more conscious of my loss of eyesight than I used to be because.......
7. I wanted to have an assessment because........
8. I am planning to retire from full-time work next year because.......
9. I sometimes have panic attacks because.......
10. I make lots of notes these days because.......
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Appendix 6
Definitions of attribution dimensions
Stable (1), Unstable (0)
Stable causes - likely to influence outcomes in the future, do not change in the short­
term
Unstable causes - transitory factors, do not influence outcomes far into the future 
Global (1), Specific (0)
Global causes - likely to have impact on several different outcomes in the future 
Specific causes - found in descriptions of one-off events, unlikely to have 
repercussions beyond the one identified in the attribution
Internal (1), External (0)
Internal causes - believed to originate from within the person being coded 
External causes - usually describe characteristics of other people, or circumstances
Personal (1), Universal (0)
Personal causes - either the cause, the outcome or the link between them contains 
unique information about the person being coded
Universal causes - speaker gives no reason to believe that their behaviour is any 
different from any other person in their reference group
Controllable (1), Uncontrollable (0)
Controllable causes - outcome could have been influenced without the speaker having 
to exert exceptional effort
Uncontrollable causes - outcome sequence is an inevitable sequence of events that 
they could not have influenced under any circumstances
Neurological (1), Non-Neurological (0)
Neurological - attribution or outcome is related to the participant’s neurological 
condition
Non-Neurological - attribution or outcome not related to the neurological condition
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Final Year Research Project (Year 3)
Successful Ageing: a comparison o f psychiatric service users and non-users 
ABSTRACT
Background. This study investigate the concept of successful ageing in groups of 
newly-referred and longer-term users of psychiatric services for older people and 
healthy volunteers.
Method In a cross-sectional study, a battery of measures were administered to 30 
service users and 21 control participants who were aged between 66 and 92. 
Information was collected concerning ageing, mental health, self-esteem, life events, 
cognitive status and use of strategies for successful ageing. In addition, a variety of 
secondary factors including social support, financial strain, health and disability were 
measured. The three groups were compared, to determine whether there were 
differences between them on these measures.
Results. Significant differences were found between the groups on measures of mental 
health, self-esteem, negative life events and ageing. In addition, high correlations were 
found between these variables. The three groups were well-matched for secondary 
variables such as age, social support, health, disability and financial strain. There were 
no significant differences between the groups on the strategies for successful ageing 
measure. However, this measure was found to be associated with mental health, ageing 
and self-esteem, but independent of life events and secondary variables.
Conclusions. It is concluded that the differences found between the three groups may 
be attributable to the higher number of negative life events experienced by the two 
patient groups. However, the strategies for successful ageing measure seems to be 
independent of life events, and appears to measure a different construct from that 
which underlies mental health and self-esteem. It is concluded that using strategies of 
successful ageing (selection, optimisation and compensation) may be associated with 
benefits to mental health, self-esteem and ageing. A speculative model of the possible 
mechanisms underlying these relationships is outlined.
180
Final Year Research (Introduction)
INTRODUCTION
The development of the concept of successful ageing
Much of the gerontological literature is associated with charting apparent losses of 
ageing, including cognitive performance and physical health (Schaie, 1990). Recent 
attempts to account for cohort effects have removed the impression of a universal 
decline, at least in cognitive performance and Schaie (1990) demonstrated that while 
cognitive abilities do diminish after the age of sixty, the decline is differential in nature. 
Few individuals in Schaie’s study showed a decline in all aspects of cognition, even 
into their eighties, although it was not reported whether people who developed 
dementing illnesses over the course of the study were eliminated from the analysis.
Countering this picture of decline is the concept of “successful ageing,” a term first 
used in the early 1960’s in the United States of America (Coleman, 1992). Objections 
to the term were raised in Europe, where it was regarded as a “further example of the 
western competitive mentality of success ... (applied) ... to an area which did not 
warrant it” (Coleman, 1992). Baltes and Baltes (1990), however, proposed that the 
paradoxical association of success, a positive term, with ageing, which often promotes 
a picture of decline, is a contradiction “intended to provoke a probing analysis of the 
nature of old age as it exists today” (p. 4).
There is increasing recognition that it is necessary to separate “pathological” changes 
of ageing from those which are attributable to ageing itself. Rowe and Kahn (1987) 
argued that division of research findings in the older adult population into “disease- 
related and age-determined” neglects the heterogeneity that exists within this 
population. In addition, the authors suggested that this division implies that what is 
natural cannot be modified, a point which they contest. Baltes and Baltes (1990) 
agreed with this, proposing that what is normal is not necessarily what is possible. 
Rowe and Kahn (1987) suggested a “conceptual distinction within the normal 
category” which is the contrast between usual and successful ageing. They concluded 
that this distinction is a useful one to make because extrinsic factors such as diet, 
autonomy and social support may be used to facilitate the transition from usual to 
successful ageing.
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Schulz and Heckhausen (1996) recently criticised the concept of successful ageing, and 
argued that the concept should be integrated with perspectives on development, 
making the process of successful development a “lifelong adaptation.” They proposed 
that as well as the principle of compensation often focused on by theories of successful 
ageing, other principles such as diversity and selectivity should be considered. 
According to their theory, the optimal life course involves succeeding in several 
domains, achieving high levels of cognitive, intellectual and social skills, maintaining 
near-optimal levels of physical functioning and remaining resilient to external threats 
throughout the life course (Schulz and Heckhausen, 1996). However, this definition 
appears to contain value judgements about what it means to be successful, and is also 
difficult to apply to a large proportion of the population, and as such may not be useful 
in a clinical context.
Definition of Successful Ageing
There is little consensus in the literature on what constitutes successful ageing, and 
there has been “small progress towards identifying the key markers for a successful 
ageing experience” (Fisher, 1995). In gerontology, length of life is often considered to 
be the prototypical indicator of successful ageing (Baltes and Baltes, 1990). However, 
an alternative definition is that successful ageing involves “a relatively high level of 
physical health, psychological well-being and competence in adaptation” (Wong, 1989; 
p 516). Thus, successful ageing is attained by people who cope effectively with the 
changes that accompany growing old. Successful agers are still able to maintain 
relatively high levels of psychological health and life satisfaction despite failing health 
(Wong, 1989).
Fisher (1995) investigated what older people thought constituted successful ageing and 
found that more than just a sense of “life satisfaction” was involved. The older people 
involved in this study saw life satisfaction as a fulfilment of basic needs and a precursor 
to successful ageing, which in addition to life satisfaction required certain attitudinal 
orientations, and higher order needs, such as sense of purpose, self-acceptance and 
autonomy. For these participants, successful ageing involved having a sense of future, 
and using past experiences to cope with the present. Fisher (1995) concluded that 
successful ageing and life satisfaction are different, but related dimensions of subjective
182
Final Year Research (Introduction)
well-being. In the present study, successful ageing will be measured using a composite 
measure of life satisfaction and adjustment to ageing, linking with the findings of the 
Fisher (1995) study, and with Wong (1989).
Indicators of Successful Ageing
Baltes and Baltes (1990) suggested that a multi-criteria approach to successful ageing 
is required, including concepts such as length of life, biological health, mental health, 
cognitive efficacy, social competence and productivity, personal control and life 
satisfaction. This is echoed in other reports of indicators of successful ageing 
(Coleman, 1992). Thus, while length of life might be thought to be one area of success, 
improvements in quality of life might be more important than addition of years 
(Coleman, 1992).
Baltes and Baltes (1990) discussed the use of “selective optimisation with 
compensation” as a strategy for successful ageing, whereby older adults can engage in 
tasks which are important to them despite a reduction in energy or biological reserves. 
Thus older people concentrate on tasks of high priority to themselves and/or society, 
while compensating for the restrictions imposed by age. A similar idea has been 
proposed by Rapkin and Fischer (1992a, 1992b) who framed life satisfaction in terms 
of the personal goals of older people. This may be a useful way of considering issues 
such as resilience in older adults, and the present study will investigate what it is that 
enables some people to make use of the resources available to them, while others seem 
less able to do so.
Correlates of Successful Ageing
Indicators of successful ageing, especially psychological well-being and life satisfaction 
have been found to be associated with many different factors. These include meaning 
and purpose in life (Reker, Peacock and Wong, 1987), social support (Levitt, Clark, 
Rotton, and Finley, 1987; Krause, Liang and Yatomi, 1989; Bowling, 1990), perceived 
control (Schulz, 1976; Levitt et a l, 1987; Housley, 1992) and personality and social 
status (George, 1978). Functional ability and health status are also important, and have 
been found to be more important than social support in some populations (Bowling,
1990). Genetic factors may also have some influence on the impact of variables such as
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social support (Bergeman, Plomin, Pedersen and McCleam, 1991). Financial strain 
also has a negative association with psychological well-being (Krause, Jay and Liang,
1991) as does poorer physical health and coping skills (Williamson and Schulz, 1992).
Measurement of Successful Ageing and its Correlates
Questions have been raised concerning the reliability and validity of self-report 
measures with older adults. This is particularly the case with depression where there is 
an overlap between depressive symptomatology and age associated changes (Gilleard, 
Willmott and Vaddadi, 1981). However, Gilleard et a l (1981) demonstrated the 
validity of the use of self-report measures of depression with older adults, and 
concluded that there is no reason to abandon the use of such measures as inevitably 
invalid. Several other studies have demonstrated the validity and utility of screening 
measures with the older adult population (e.g. McNab and Philip, 1980; Morgan, 
Dallosso, Arie et a l, 1987) and several scales have been developed for this purpose 
(e.g. Linn and Linn, 1984; Gatz, Pedersen and Harris, 1987). There is some indication 
that older adults are likely to be more reluctant to rate items pertaining to future life 
satisfaction, and that this should be considered when analysing missing data (Shmotkin,
1992).
Coleman (1992) proposed that the use of purely subjective measures may not be 
sufficient in measuring successful ageing, as elderly people often express satisfaction 
with, for example, poor housing conditions. This may result in the underestimation of 
areas for potential progress. However, Housley (1992) has argued that “it is not how 
things really are that is so significant; but that it is the way they are perceived.” This 
suggests that subjective measures are important, and subjective measures of health 
have been demonstrated to account for as much variation in depressive symptoms as 
objective measures (Williamson and Schulz, 1992). This has also been the case with 
factors such as social support, where even if objectively, conditions for support appear 
to be present (e.g. high number of social contacts), recipients may not experience the 
situation as supportive (Krause et a l, 1989). Therefore, the present study makes use of 
subjective measures.
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Areas for development from current literature
The concept of successful ageing has a variety of definitions (Fisher, 1995). The 
concept is considered by most authors to have a multi-faceted nature (Baltes and 
Baltes, 1990), and often the factors which are included in definitions such as well-being 
and adaptation are themselves hard to define and operationalise. This field does not 
have a large literature base, and criticisms have been levelled at the research, 
suggesting that insufficient attention has been paid to the conceptualisation of concepts 
such as morale and life satisfaction which constitute successful ageing (Sauer and 
Warland, 1982). These authors considered that the lack of conceptualisation has 
impeded the development of instruments. Therefore, successful ageing is a complicated 
area to research, and there can be additional confusion as personal values can 
determine what constitutes successful ageing (Schulz and Heckhausen, 1996).
Nonetheless, previous papers which have been written in this area have made valuable 
contributions in outlining the theories which might be used to explain successful 
ageing. Wong (1989) attempted to define successful ageing. Baltes and Baltes (1990) 
outlined strategies and processes which could underlie “successful ageing,” and Schulz 
and Heckhausen (1996) proposed that successful ageing should be conceptualised 
across the life-span rather than just in older age. However, none of these authors have 
attempted to demonstrate whether any of the proposed mechanisms are actually in 
operation in older adults, nor empirically investigated their role in the ageing process, 
whether it be “successful” or not.
Much of the empirical work which has been carried out in this area focuses on a 
limited number of factors. For example. Bowling (1990) demonstrated that physical 
health status was more important than social support in the well-being of very old 
people living in Inner London. However, she did not look at other factors such as 
mental health, life events and self-esteem which may all have had an impact on 
psychological well-being. Morgan et al. (1987) attempted to develop a profile of 
psychological well-being for respondents using measures of mental health, dementia, 
life satisfaction and social engagement. They found that levels of psychiatric 
disturbance were associated with life satisfaction, and that there was a relationship 
between social engagement and life satisfaction. However, they did not consider other
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variables which may have an important effect on social engagement, such as disability 
and levels of general health.
The present study has a valuable contribution to make in extending the knowledge base 
in this area, which is currently under-researched. Consideration of a wider range of 
factors should enable the relative contributions of factors to be determined, and will 
provide a clinically useful profile of successful ageing. In addition, the comparison 
between people who use mental health services and people who do not has not been 
carried out previously to the knowledge of this researcher. This comparison should 
enable an assessment of the strengths and weaknesses of each population with respect 
to ageing, and provide useful information on how to advance clinical work in this area. 
Further to this, a comparison will be carried out between people who are newly- 
referred to the service and those who have had longer-term involvement. This should 
ensure that a spectrum of service users (in terms of severity and acuteness) is included 
in the present study. It will also enable an evaluation of the efficacy of current practice 
to be undertaken.
Summary
There are varying definitions of successful ageing in the literature, ranging from simple 
longevity to complex models incorporating the entire life-span (e.g. Baltes and Baltes, 
1990; Schulz and Heckhausen, 1996). The definition which will be used in this study is 
that successful ageing involves “a relatively high level of physical health, psychological 
well-being and competence in adaptation” (Wong, 1989; p 516). Much of the literature 
concentrates on the association of two factors (e.g. physical health and depression, 
well-being and social support). It is not possible in these studies to discount the effects 
of other factors which have not been measured. While it is never possible to measure 
all factors, the consideration in the present study of a larger number of factors should 
enable the relative contributions of each factor to be evaluated. A model of the possible 
relationships between the above variables is outlined in Figure 1. This model will be 
revisited and revised in the light of the findings of the present study (see Discussion).
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Figure 1: A model outlining possible relationships between successful ageing and
the variables identified as important by previous research
The present study compares a population of older people with psychological and 
psychiatric difficulties with those with no apparent problems. In addition, factors 
thought to be associated with, or important to, successful ageing are considered. A 
profile of “successful ageing” is developed which will provide clinically useful 
information, particularly as some of the factors associated with successful ageing are 
psychological characteristics (e.g. self-esteem, mental health, attitude to ageing).
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AIMS OF THE STUDY
1. To investigate whether people who use psychiatric services differ from people who 
do not use such services on measures of successful ageing, and factors associated 
with successful ageing.
2. To determine which factors are most predictive of successful ageing.
3. To investigate the effects of length of time in the service on the above measures.
Hypotheses
1. There will be significant differences between service users and non-service users as 
follows:
a. Psychiatric service users will have significantly lower scores on a measure of 
strategies for successful ageing than non-service users
b. There will be significant differences between the groups on the ageing measure, 
self-esteem (service users will have lower scores than non-service users) and 
life events (service users will have experienced more life events)
c. The groups will be equivalent on the secondary variables (age, social support, 
health, disability, financial strain)
2. There will be significant differences between the three participant groups on 
measures of mental health:
a. Longer-term service users will have lower levels of mental health than controls 
according to the measures of mental health used in this study.
b. Newly-referred patients will have lower levels of mental health than the longer- 
term patients, according to measures of mental health used in this study
3. The review of the literature shows that demographic variables affect ageing, 
therefore the following hypotheses were formulated:
a. Scores on the ageing measure will be related to the secondary variables: lower 
scores on social support and health and higher levels of disability and financial 
strain will be associated with lower scores on the ageing measure.
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b. The ageing measure will be related to levels of mental health and self-esteem: 
lower scores on the ageing measure will be associated with lower levels of 
mental health and self-esteem.
c. The new strategies for successful ageing measure will be related to the ageing 
measure: higher scores on the successful ageing measure will be associated 
with higher scores on the ageing measure.
PARTICIPANT INFORMATION
Inclusion Criteria
Older people aged 65 and above took part in this study. The sample was divided into 
three subgroups: people who had been newly-referred to either of two Community 
Mental Health Teams for the Elderly (CMHTEs); people who had had longer term 
involvement with a CMHTE; and healthy volunteers. The newly referred patients were 
selected from the sixty most recent referrals to the CMHTEs. They had all been 
referred to the team within the previous three months, and had not been visited by 
team members more than twice. People who had been re-referred to the team were 
excluded. The longer-term patients had been involved with the team for at least six 
months, and had been visited by team members at least six times in this period. All 
patients were currently on the caseload of either of two CMHTEs. The control 
participants were recruited from local organisations such as Age Concern. They had no 
current mental health problems, were not currently known to psychiatric services and 
had never seen a psychiatrist.
Exclusion Criteria
Both patients and controls had no active hallucinations or delusions, and no evidence 
of severe cognitive decline (as measured by the Mini Mental State Examination; 
MMSE - Folstein, Folstein and Hugh, 1975). Patients with known organic conditions 
(e.g. Alzheimer’s Disease) were excluded from the patient list before contact was made 
to arrange a research interview.
Consent
General Practitioners (GPs) of community patients were informed that their patients 
would be involved in the study, and asked to contact the researcher if they had
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objections to them being included in the study (See Appendix 7i). Consent for 
inclusion of people currently under the care of the Consultant Psychiatrists was 
obtained prior to the start of the project, to meet the conditions of the local Ethics 
Committee. A copy of the relevant correspondence with the Ethics Committee is 
included in Appendix 8.
Patients were asked to complete a consent form prior to, or at the time of, the research 
interview. Consent for control participants was obtained from the Day Centre 
managers. People were approached individually at the Day Centres and given the 
opportunity to participate or not. Consent forms were not administered, but 
information sheets were made available for people to keep should they want to do so.
PROCEDURE
Patient details were selected from the databases of two CMHTEs. Patients were 
selected on a pseudo-random basis, with every tenth patient included in the present 
study. Members of the CMHTE were asked to indicate whether patients were suffering 
from an organic or a functional illness, and were also asked to identify people who it 
would be difficult to engage in a research study.
Members of the Community Mental Health Teams delivered letters, information sheets 
and consent forms (see Appendix 7ii and 7iii) to the selected patients as part of their 
routine visits. They briefly explained the purpose of the project when they delivered the 
letter, and asked people if they would be prepared to participate. The information sheet 
assured confidentiality, and informed participants that their participation or refusal to 
participate in the study would not affect treatment. People who did not return the slip 
attached to the information sheet were contacted by the researcher, and an 
appointment was arranged. Consent forms were returned by some patients prior to the 
appointment. Those who had not completed a consent form were asked to do so at the 
time of the interview.
Participants for the newly referred patient group were also selected from the CMHTE 
databases. The sixty most recent referrals from both teams were selected, and 
information was obtained from the team notes about whether they were suitable for
Final Year Research (Procedure)
inclusion in the project. People who met the inclusion criteria for the present study, 
were contacted by telephone. The research protocol was not followed in these cases 
because it was decided that this participant group needed to be recruited into the study 
as soon as possible, to minimise the effects of involvement with the team. However, 
during the process of gathering information from the team notes, people who were 
clearly going to be unduly distressed by participation or who appeared to be currently 
suffering extreme levels of mental health problems were excluded from the study.
Participants took part in one interview carried out by the researcher. Prior to 
administering the questionnaires the researcher reassured the participants that there 
were no "right" or "wrong” answers to the questions. People were told that the 
interview would last up to an hour, and were asked to inform the researcher if they 
wanted to take a break during this time. The interview consisted of questions on 
demographic data, and a number of questionnaires (see below) which were administered 
by the researcher.
In addition, the Mini Mental State Examination was administered to screen for evidence 
of cognitive impairment. The first part of this test which contains basic orientation 
questions was administered near the beginning of the interview, to help to establish 
rapport, and to avoid prolonging the interview if people were clearly too impaired to 
participate. The second half of the test was administered near the end of the interview, 
to reduce the effects of anxiety on performance. This procedure has been adopted with 
similar measures in previous research studies with this population (e.g. Morgan et a l, 
1987).
At the end of the interview, participants were given the chance to ask questions of the 
researcher, and to discuss any part of the interview which might have troubled them. It 
was made clear that while there would be no therapeutic contact between the 
researcher and the participant, it was possible for the participants to contact the 
researcher should they have any further questions concerning the project. People were 
encouraged to discuss any relevant clinical concerns that arose during the interview 
with the team member who visited them, or with their GP.
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MEASURES
The following measures were included in the assessment interview. The interviewer 
read the questionnaires to participants, usually on an individual basis. Some control 
data were collected from groups of participants (a maximum of three at any one time). 
The complete measures are included in Appendix 1-6. The questionnaires are described 
below in the order in which they were administered.
Demographic Questionnaire (Appendix 1)
This questionnaire was devised for the purposes of the study, and includes several 
important variables not covered by the questionnaires below. These include scales 
relating to perceived social support and living conditions (taken from Krause et a l, 
1989), and financial strain (taken from Krause et a l, 1991), as well as standard 
demographic information (e.g. age, gender, occupation, marital status). People were 
also asked how their health was generally, and this was rated on a five point scale (1 = 
very bad to 5 = very good). They were also rated by the examiner on a crude objective 
scale of disability. People who could walk to the shops, and carry out most of their 
activities of daily living (ADLs) unaided were rated as not disabled (and given a rating 
of 4). People who were still mobile but needed to use walking aids were categorised as 
mildly disabled (rating 3). People with more severe mobility difficulties (e.g. needing to 
use a walking frame) or visual impairments (partial loss of sight) were rated as 
moderately disabled (score of 2) and people who used a wheelchair and/or required 
substantial help with ADLs were classified as severely disabled (rating of 1). In 
addition, patients were asked what their “diagnosis” was, how long they had suffered 
from mental health problems, and what psychotropic medication they were taking. 
Control subjects were asked whether they had ever seen a doctor “for their nerves” 
and if so, how long ago that was.
Philadelphia Center Geriatric Morale Scale-Revised (Lawton, 1975 - Appendix 2)
This scale was designed to measure the multi-dimensional nature of morale, and aims 
to provide an easier response format than other similar scales (Lawton, 1975). It 
consists of 20 items, and is interviewer-administered. It has three consistently 
reproduced factors (Lawton, 1975; Morris and Sherwood, 1975), and has good 
validity and reliability (Fletcher, Dickinson and Philp, 1992). Because of its wide use
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with older adults and its reliability, it is considered to be the “leading contender of 
instruments measuring subjective well-being” (Fletcher et a l, 1992). While some 
United Kingdom studies use Neugarten et aV s (1961) Life Satisfaction Index, the 
PGC Morale scale is thought to be the better instrument (Bowling, 1990).
Adjustment to Ageing Scale (Abrams, 1978 - Appendix 2)
This scale formed part of a survey administered to 800 people in four socially different 
urban areas. It was designed to measure how well respondents feel they have come to 
terms with growing older. It consists of ten questions and people are asked to decide 
whether each is a true or false representation of their feelings. Scores of 10, 11 or 12 
are taken as indicators of good adjustment. This scale has been used in subsequent 
research where measures of adjustment to ageing have been required (e.g. Willocks, 
Peace and Kellaher, 1984).
The above measures were combined to provide a measure of successful ageing in line 
with Wong’s (1989) definition. However, a possible criticism of the above measures is 
that they resemble measures of general mental health and are often associated with 
them (Morgan et a l, 1987). In order to address concerns that the measures may be 
contaminated by the mental health of the participants (particularly those in the patient 
groups) a measure was developed for the purpose of this study (strategies for 
successful ageing; Appendix 5).
Geriatric Scale o f Recent Life Events (Kiyak, Liang and Kahana, 1976 - Appendix 2) 
Previous research has often failed to take into account the number of life events 
experienced by participants, and the possible influence that this may have on attributes 
such as mental health and psychological well-being. There appear to be few scales 
which measure life events in older people, and the only one that has been cited in the 
literature (e.g. Schmader, Studenski, MacMillan and Grufferman, 1990) is the Geriatric 
Scale of Recent Life Events (Kiyak, Liang and Kahana, 1976). This scale is based on 
the Holmes and Rahe (1967) Social Readjustment Rating Scale and respondents 
indicate which of a list of 48 events they have experienced in the past three years. Each 
event has been rated by a group of older adults for the degree of disruption it would 
cause, and scores range from 79 for “death of spouse” to 26 for “grandchild married.”
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There is an acceptable agreement between the stress weights from this study and those 
of Holmes and Rahe (range 0.51 to 0.84) although Mangen and Peterson (1982) 
commented that further study of reliability and validity would be useful.
Symptoms o f Anxiety and Depression Scale (Bedford, Sheffield and Foulds, 1976 - 
Appendix 4)
This is a brief self-report measure of psychological well-being which focuses on recent 
symptomatology, without consideration of personality traits or reference to past illness 
(McNab and Philip, 1980). It consists of seven anxiety questions and seven depression 
questions taken from the parent questionnaire (Delusions, Symptoms and States 
Inventory; Foulds and Bedford, 1979). Scores of four or more on a set of questions 
can be taken as indicating membership of that set (Bedford et a l, 1976). Similar 
distributions of scores to those in the original paper have been found in older people 
(McNab and Philip, 1980) and the scale has been used in research into mental health of 
older people (Morgan et a l, 1987). In addition, explicit links are made between 
physical symptoms (e.g. sleeplessness) and depression or anxiety, and therefore the 
difficulties with validity responses outlined by, for example, Blumenthal (1975) and 
Oltman, Michals and Steer (1980) should be reduced.
Southampton Self-Esteem Scale (Coleman, 1984 - Appendix 4)
This measure assesses not only self-esteem, but also subjectively perceived sources of 
self esteem (Coleman, 1984). Self-esteem is considered by some authors to play a vital 
role in adjustment in old age: it is predictive of survival and related to the onset of late- 
life depression (Coleman, 1984). Respondents are asked to choose between two 
statements, and are then asked why they made that choice and also to give an example 
of why they thought that way about themselves. These can then be coded into various 
categories (e.g. family, health, interests) and Coleman (1984) reported a high degree of 
inter-rater reliability of coding responses (95%). The scale shows stability over time (r 
= 0.67, 0.59 over one year, two years respectively).
Successful Ageing Questionnaire (Appendix 5)
The questions were based on the principles of successful ageing discussed by Baltes 
and Baltes (1990). They identified five potential strategies for successful ageing, which
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they conceptualised within a model termed ‘‘selective optimisation and compensation.” 
This model involved three processes: selection (concentrating on domains of high 
priority to increase satisfaction and personal control); optimisation (engaging in 
behaviours which increase an individual’s reserves); and compensation (used when 
functional abilities are lost or reduced). The ten-item questionnaire was developed to 
investigate how important participants considered these strategies and processes to be, 
in relation to their own ageing.
Mini Mental State Examination (Folstein et al., 1975 - Appendix 6)
This test is widely used to screen for the presence of cognitive impairment in older 
adults and people with neurological conditions. It contains orientation questions, and 
questions that test receptive and expressive language skills, concentration and memory. 
People who score below 25 out of 30 on this test are considered to have cognitive 
impairment, although it is recognised that anxiety and depression may interfere with 
performance on this test.
RESULTS
The search through the database of Team 1 identified 91 people and of these, 61 did 
not satisfy the inclusion/exclusion criteria (see participant information). The most 
common reason for exclusion of patients was “organic illness,” and 39 people (64% of 
those excluded) were excluded on these grounds. Nine people (15%) were considered 
to be “not suitable for the study,” for reasons including being hostile to team members, 
currently refusing input from the team, and personality characteristics such as being a 
“withdrawn” or “private” person. Six people were not contacted as they had either 
moved out of area, or been discharged from the caseload and two people had died.
The search through the database of Team 2 identified 64 people. However, after 
distribution of the lists, only ten people were identified to take part in the study. 26 
people (48%) were excluded due to organic illness, but a further 23 (43%) were 
excluded because they were not known to members of the team. This may have arisen 
because this team had one member of staff on long-term sick leave, and another on 
study leave, and therefore, people on the caseload may have been unknown to current 
members of the team. It was therefore necessary to identify further cases for inclusion
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in the study. A second list was compiled from the current caseloads (people with 
functional illnesses only) of team members. Participants were selected from this list at 
random, and 21 more people were identified. Therefore, 61 letters were sent to people 
identified from the current caseloads of the two CMHTEs and Table 1 summarises the 
outcome of the letters.
Table 1. Outcome of letters sent to participants identified to take part in the 
project
What happened Number of people (%)
Completed interview 20 (32.8)
Refused to take part 15 (24.6)
Excluded 9 (14.8)
Other reasons for non- 9 (14.8)
participation
Not able to contact 8 (13.0)
Total 61 (100.0)
It can be seen that 20 people (33%) completed the research interview. 15 people 
(25%) refused to take part, either by returning the consent forms or verbally when 
contacted by the researcher. Four people were excluded from the study, due either to 
their scores on the Mini Mental State Examination, or to a refusal to complete the 
research interview. A further five were excluded before the research interview was 
conducted, as on further investigation they were deemed not to meet the inclusion 
criteria (i.e. they were currently psychotic, or had an organic illness). Two people were 
judged by their GPs to be unsuitable for the study. The remaining people did not 
complete the research interviews for a variety of reasons, such as physical ill health, 
discharge from the case load and hospital admission, and there were a number of 
people who it was not possible to contact.
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A comparison between those who took part and those who did not on basic 
information (age, gender) suggested that there were no differences between the 
groups. In addition, most people did not give poor mental health as a reason for non­
participation. Therefore, the sample could be considered to be representative of the 
selected group.
Newly referred patients
Information from the files of the sixty most recent referrals revealed that 32 people 
(53%) were unsuitable because they had an organic illness. A further 13 (22%) were 
unsuitable for other reasons, such as currently refusing input from the team, suffering 
from a psychotic illness, and admission to a psychiatric hospital. Ten of the fifteen 
people who met the inclusion criteria for the present study agreed to participate. Five 
people refused to take part in the project, and reasons given included feeling too 
unwell, feeling too depressed, and having to visit sick relatives.
Control participants
21 people were recruited from four day centres in the local area. People with organic 
illnesses or known mental health problems (as identified by the centre managers) were 
not approached to take part in the study. One control participant was excluded due to 
apparent cognitive difficulties. No data was collected on the people who did not want 
to participate as control participants in the present study, making it difficult to 
comment on whether the participants are a representative sample of this population.
Participant characteristics
20 long-term patients, 10 newly referred patients and 21 controls took part in the 
present study. Table 2 contains a summary of the descriptive data. It can be seen that 
the groups are similar in terms of descriptive characteristics such as age, gender, 
marital status and living conditions. All participants included in the present study had a 
Mini-Mental State score of 25 or higher (the cut-off for this test, Folstein et ah, 1975) 
and thus were considered to have the cognitive abilities to participate in the present 
study.
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Table 2. Summary of demographic data of the participant groups
Long-term Newly-referred Controls
patients patients
(N=20) (N=10) (N=21)
Age Mean 74.1 76.9 78.4
s.d. 5.8 5.5 5.7
Range 66-84 67-85 68-92
Gender Female 18 9 17
Male 2 1 4
Marital Status Divorced 1 1 1
Married 8 2 6
Single 3 0 2
Widow 8 7 12
Age left school Mean 15.6 15.5 14.3
s.d. 1.8 1.7 1.2
Range 13-18 14-18 11-17
Years retired Mean 17.5 13.9 18.7
s.d. 12.0 15.5 12.0
Range 0-45 0-51 2-51
Living alone? Yes 11 7 15
No 9 3 6
Sheltered Yes 3 2 3
housing? No 17 8 18
The long-term patients had principal diagnoses of depression (12 people), depression 
and anxiety or PTSD (7 people) or anxiety (1 person). They had been visited by team 
members for an average of 26.5 months (s.d. 25.2, range 6 - 120 months). The newly 
referred patients had principal diagnoses of depression (7 people) or anxiety (3 
people). They had been visited by team members for an average of 2.2 months (s.d. 
1.4, range 1 - 4  months). The control participants had no history of mental health 
problems, and were not currently known to the CMHTEs.
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Data analysis
The data were analysed using non-parametric statistics, as the non-normal distribution 
of the scores on the variables, and the difference in the sizes of the three groups made 
the use of non-parametric statistics more conservative. This reduces the likelihood of 
making Type 1 errors (i.e. reduces the likelihood of rejecting the null hypothesis when 
it is true). Kruskal Wallis tests were used to investigate differences between the three 
groups, and post hoc Mann Whitney U tests were carried out to determine the 
direction of any significant differences.
In addition, correlations were carried out to analyse the relationships between 
variables. The data were divided into three categories: descriptive data (demographic 
data as outlined above); secondary variables (age, health, disability, social support and 
financial strain); and primary variables (ageing, mental health, self-esteem, life events 
and strategies for successful ageing). For the purposes of analysis, the Philadelphia 
Center Geriatric Morale scale and the adjustment to ageing scale were combined to 
form a single "ageing" measure. The analysis of the secondary variables and primary 
variables is reported below.
Secondary variables
Comparisons were carried out between the groups, using Kruskal-Wallis tests. The 
three groups were compared on the secondary variables (age, health, disability, 
financial strain and perceived social support). Table 3 (overleaf) shows the mean score 
and standard deviation for each group, the chi-square statistic calculated for the 
Kruskal-Wallis test and the significance value for each comparison.
It is apparent from the table that no significant differences were found between the 
groups on measures of age, health, disability, financial strain or perceived social 
support. Therefore, the groups appear to be well matched for these secondary 
variables.
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Table 3. Comparison of secondary variables using Kruskal-Wallis tests
Group 1 Group 2 Group 3 Kruskal Wallis
test
Mean S.D. Mean S.D. Mean S.D.
Score Score Score / P
Age 74.1 5.8 76.9 5.5 78.4 5.8 4.36 U.S.
Health 3.8 1.1 3.2 0.8 3.6 1.2 2.95 ILS.
Disability 3.6 0.6 3.3 0.8 3.1 0.9 2.56 ILS.
Social Support 24.6 4.3 24.6 4.9 25.1 3.3 0.12 U.S.
Financial Strain 12.2 3.2 10.2 3.6 12.0 1.8 3.30 U.S.
Group 1 = Longer-term patients; Group 2 = Newly-referred patients; Group 3 = Control participants
Rank-order correlations were used to investigate the relationship between the 
secondary variables and the ageing measure. Table 4 contains a summary of the 
Spearman correlation coefficients and an indication of their significance levels.
Table 4. Summary of correlation between ageing and the secondary variables
Health Disability Financial Social
Strain Support
Ageing 0.34* 0.31* 0.20 0.38**
Note: N=51 *p < 0.05. **p < 0.01.
It can be seen that higher scores on the ageing measure are significantly related to 
higher scores on measures of health and social support, and with higher scores on the 
disability measure (i.e. with lower levels of disability).
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Primary variables
Kruskal Wallis tests were again used to analyse the primary variables and a summary of 
the tests can be found in Table 5. Included in the table are the mean scores and 
standard deviations, the chi-squared statistics and the significance levels. In addition, 
the results of the post hoc Mann-Whitney U tests are included in the table. It is 
apparent that significant differences were found between the groups on measures of 
ageing, life events, anxiety, depression, and self-esteem. There were no significant 
differences between the groups on the new measure of successful ageing. The results 
of the post hoc analyses are outlined below.
Table 5. Comparison of primary variables using Kruskal-Wallis tests, including 
the results of post hoc Mann Whitney comparisons between groups.
Group 1 Group 2 Group 3 Kruskal Wallis
test
Mean
Score
Mean
Rank
Mean
Score
Mean
Rank
Mean
Score
Mean
Rank / P
Ageing 49.7 5.7 45.2 a 5.8 52.5 4.1 9.96 0.01
Life Events (Number) 9.5a 2.1 10.4 5.7 7.1 3.0 6.94 0.03
Negative Life Events 6.8 a 2.0 8.2* 4.6 4.4 2.0 13.00 0.002
Anxiety 2.3 2.9 4.3a 3.6 1.2 1.2 6.24 0.04
Depression 1.9b 2.8 5.48,0 5.3 0.5 1.0 14.66 0.001
SAD Total 4.2 5.5 9.7 ^ 7.8 1.7 1.9 10.95 0.004
SelfEsteem 14.1b 2.0 13.6a 2.3 15.5 0.8 8.42 0.01
Successful Ageing 31.8 2.7 31.3 2.1 32.8 2.5 2.09 n.s.
Group 1 = Longer-term patients; Group 2 = Newly-referred patients; Group 3 = Control participants 
a = significantly different from Group 3 at p<0.01;b = significantly different from Group 3 at p<0.05 
c = significantly different from Group 1 at p<0.01.
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Post hoc comparisons
In order to find out the direction of the differences found in the Kruskal-Wallis test, 
post hoc Mann-Whitney U tests were applied, and the results are indicated in Table 5 
(above). Significant differences between groups are indicated by different superscript 
letters, with “a” and <eb” indicating significant differences from Group 3 at p<0.01 and 
p<0.05 respectively, and “c” indicating a significant difference from Group 1 at
p<0.01.
It can be seen from Table 5 that the newly-referred patient group scores were 
significantly lower than the control group on the ageing measure. There was a 
significant difference between the control group and the long-term patients on number 
of life events, with longer-term patients experiencing more life events than the 
controls. Post hoc division of the life events into "negative" life events such as the 
death of a close friend or being a victim of crime and "positive” life events such as a 
grandchild getting married or an increase in recreation revealed that there were 
significant differences between all three groups on negative life events. Both the long­
term patients and the newly-referred patients had experienced more negative life events 
than the control group. The newly-referred patients were significantly more anxious 
than the controls, and significantly more depressed than the long-term patients and the 
controls. The long-term patients were more depressed than the control group and both 
patient groups had significantly lower self-esteem than the controls.
Relationship between primary variables
Rank-order correlations were used to investigate the relationship between primary 
variables. Table 6 (overleaf) contains a summary of the Spearman correlation 
coefficients and an indication of their significance levels. Negative life events are 
included in the table as they were found to be underlying the significant differences 
between the groups. It can be seen that the mental health scales are highly correlated 
with each other and with ageing and self-esteem. There are smaller correlations 
between mental health and life events and successful ageing. In addition, the successful 
ageing measure is correlated with ageing, depression, total mental health and self­
esteem.
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Table 6. Summary of correlation between primary variables
Negative 
Life Events
-0.28*
Successful . 
Ageing
0.38** -0.22
Anxiety -0.57** 0.22 -0.27
Depression -0.72** 0.39* -0.28* 0.63**
Total SAD 
score
-0.73** 0.30* -0.29* -0:91** 0.87** •
Self Esteem 0.62** -0.33* 0.52** -0.61** -0.58** -0.66**
Ageing Negative 
life events
Successful
Ageing
Anxiety Depression Total
Note: N=51 *p < 0.05. **p < 0.01.
Successful ageing
The successful ageing questionnaire was modified following administration as there 
were two questions that participants found ambiguous. Question 5 which relates to the 
use of aids to help with age related difficulties was removed, as many participants said 
that they did not need to use aids. Question 9 which asks people whether they think it 
is a good idea to get more help from others as they get older was also removed, due to 
the difficulties in determining whether choosing not to seek help was appropriately 
independent or related to not recognising one’s limitations. Therefore, eight questions 
were included in the final analysis.
Summary of results
The results of this study suggest that there are differences between older people who 
use services for older adults with mental health problems (i.e. people referred to 
CMHTEs) and those who do not use such services. Differences were found between
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the three groups on measures of mental health (both anxiety and depression). The 
newly referred group were significantly more anxious than the control participants and 
significantly more depressed than both the controls and the longer-term patients group. 
The latter group were significantly more depressed than the control participants. On 
the combined mental health measures, the newly referred patients scored significantly 
higher (i.e. had higher levels of “pathology”) than the longer-term patients and the 
controls. Both patient groups had levels of self-esteem which were significantly lower 
than the control participants.
The newly-referred patients scores on the ageing measure (a combination of morale 
and adjustment to ageing) were significantly lower than those of the controls, and there 
was a significant difference between the groups on life events measures. Further 
analysis revealed that there was no difference between the two groups on the number 
of positive life events. However, both patient groups had experienced significantly 
more negative life events than the controls. Notably, there was no significant difference 
between the three groups on the new measure of strategies for successful ageing. 
There were no significant differences between the groups on the secondary variables of 
age, health, disability and financial strain, and the groups appeared to be similar in 
terms of descriptive information, such as gender, living conditions and marital status.
There were a large number of significant correlations found between primary variables. 
There were predictably high correlations between measures of anxiety, depression and 
total mental health scores. In addition, the mental health measures were highly 
correlated with the ageing measure, self-esteem and negative life events. There was a 
significant correlation between the ageing measure and self-esteem scores, and further 
to this, ageing was also correlated with higher levels of health and social support, and 
lower disability levels. The measure of successful ageing was found to be positively 
correlated with the measures of ageing and self-esteem, whereas it was negatively 
correlated with measures of anxiety, depression and total SAD score. There was no 
significant relationship found between the successful ageing measure and life events or 
secondary variables.
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DISCUSSION 
Exploration of Hypotheses
Hypothesis la. Psychiatrie service users will have significantly lower scores on a 
measure o f strategies fo r successful ageing than non-service users.
It was hypothesised that there would be significant differences between patients and 
non-patients on the strategies for successful ageing measure, with patients obtaining 
lower scores. This hypothesis was not supported. There were no significant differences 
between the three groups on the measure of strategies for successful ageing devised for 
the purposes of the current study.
Hypothesis lb. There will be significant differences between the groups on the ageing 
measure, self-esteem (service users will have lower scores) and life events (service 
users will have experienced more life events).
It was expected that there would be differences between the groups on the ageing 
measure, self-esteem and life events, and this hypothesis was supported. A significant 
difference was found between the groups on the measure of ageing, which is 
attributable to a difference between the newly-referred patients and the controls. Both 
patient groups scored significantly lower than the control participants on the self­
esteem measure. There was a significant difference between the groups on the life 
events measures, with both patient groups experiencing significantly more negative life 
events than the controls. Interestingly, there was no difference between the groups on 
the number of positive life events.
Hypothesis 1c. The groups will be equivalent on the secondary variables.
It was hypothesised that the groups would achieve equivalent scores on secondary 
variables such as age, disability, health, social support and financial strain. This 
hypothesis was supported as there were no significant differences between the groups 
on any of these variables.
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Hypothesis 2a - Longer-term service users will have lower levels o f mental health 
than controls according to the measures o f mental health used in this study.
It was predicted that longer-term patients would have higher scores than the controls 
on measures of mental health. This hypothesis was partially supported by the present 
study. The longer-term patients were more depressed than the control participants, as 
predicted, but there were no significant differences between the two groups on the 
anxiety measure. In addition, on the combined mental health measure, the predicted 
difference between the longer-term patients and the controls was not found.
Hypothesis 2b - Newly-referred patients will have lower levels o f mental health than 
the longer-term patients according to measures o f mental health used in this study.
It was predicted that newly referred patients would have higher scores than the longer- 
term patients on measures of mental health. This hypothesis was partially supported by 
the present study. The newly referred patients were significantly more depressed than 
the longer-term patients, and the newly referred patients scored significantly higher 
than the longer-term patients and the controls on the total measure of mental health. 
However, while the newly referred group were significantly more anxious than the 
control participants, there were no significant differences between the two patient 
groups.
Hypothesis 3a. Scores on the ageing measure will be related to the secondary 
variables: lower scores on social support and health and higher levels o f disability 
and financial strain will be associated with lower scores on the ageing measure.
It was predicted that there would be associations between the secondary variables and 
the measure of ageing, as there have been reports in the literature that such variables 
have been associated with life satisfaction and morale (Levitt et a l, 1987; Krause et 
a l, 1989, 1991; Bowling, 1990). This hypothesis was partially supported. Scores on 
the ageing measure were correlated with health, disability and social support in the 
predicted directions. There was a positive correlation between ageing, social support
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and health, and a negative correlation with disability level. However, there was no 
significant correlation between financial strain and ageing.
Hypothesis 3b. The ageing measure will be related to levels o f mental health and self­
esteem: lower scores on the ageing measure will be associated with lower levels o f 
mental health and self-esteem.
It was predicted that ageing would be related to levels of mental health and self-esteem 
as suggested by Fisher (1995) and Coleman (1984). This hypothesis was supported. 
The ageing measure was highly correlated with the mental health measures, with higher 
levels scores on the ageing measure associated with lower mental health scores (i.e. 
less “pathology”). In addition, there was a significant correlation between the ageing 
measure and self-esteem scores, with higher ageing scores associated with higher levels 
of self-esteem.
Hypothesis 3c. The new strategies fo r successful ageing measure will be related to the 
ageing measure: higher scores on the successful ageing measure will be associated 
with higher scores on the ageing measure.
It was predicted that the strategies for successful ageing would relate to the ageing 
measure, as it was designed to measure people’s attitudes to their own ageing. This 
hypothesis was supported. The measure of successful ageing was correlated with the 
ageing measure, such that higher scores on strategies for successful ageing were 
associated with higher scores on the ageing measure.
Summary of Hypotheses
The hypotheses for this study were all at least partially supported: the groups differed 
on measures of depression, ageing, self-esteem, and life events; the ageing measure 
was related to most of the secondary variables, and to mental health and self-esteem; 
and the measure of successful ageing related to the ageing measure. There were no 
differences between the groups on the secondary variables. The only hypothesis that 
was not supported was that no differences were found between the groups on the 
newly developed measure of strategies for successful ageing. However, use of
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strategies for successful ageing was found to be related to better levels of mental 
health, self-esteem and ageing. There was no significant association with negative life 
events, nor with any of the secondary variables.
Proposed explanations
The finding that the newly-referred patients were more depressed than the longer-term 
patients who were more depressed than the control participants but that there were 
few differences on anxiety measures (hypothesis 2) can be explained in terms of patient 
characteristics. Although the patient groups were somewhat heterogeneous, the 
principal diagnosis for the majority of the patients was depression. It appears that 
people initially have high levels of anxiety and depression when referred to the 
CMHTE, but that these reduce after a period of time. A possible conclusion is that the 
interventions implemented by members of the CMHTE are in fact effective, as the 
mental health of patients improves as they continue to be seen by team members.
The finding that there were significant differences in ageing and self-esteem 
(hypothesis lb) is also readily explained. Self-esteem and the dimensions contained in 
the ageing measure (i.e. morale and adjustment to ageing) are likely to be related to 
levels of depression as outlined by several authors (e.g. Abramson, Seligman, and 
Teasdale, 1978; Fennell, 1997) although not specifically with respect to older adults. 
Therefore, it is likely that the differences found on the ageing and self-esteem measures 
are a result of the differences on the mental health measures. This suggests that the 
measures may have “contaminated” one another, and that this has increased the 
number of significant findings in the present study. This is supported by the high 
correlations found between ageing, mental health and self-esteem (hypothesis 3b) 
which suggest that the concepts underlying each of these measures overlap to a 
substantial degree. It seems likely that the measures may be assessing different 
dimensions of the same concept.
However, an alternative explanation for the above finding may be that the differences 
are not attributable to levels of depression per se, but may be due to the difference in 
negative life events experienced by the three groups (hypothesis lb). Although it is not 
possible to formally comment on the direction of the effects, both patient groups have 
experienced more negative life events in the past three years than the control group. It
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is likely that this has had an adverse effect on their mental health, self-esteem, morale 
and adjustment to ageing. It is also possible that number of recent life events may be a 
factor in the decision making process undertaken by referrers when considering 
referrals to CMHTEs, so that people with more life events are more likely to be 
referred to the CMHTE.
The finding that there is no significant difference between the groups on the secondary 
variables (hypothesis 1c) is interesting, because these have all been found by previous 
authors to be related to concepts such as successful ageing, well-being and life 
satisfaction in older people (Levitt et a l, 1987; Krause et a l, 1989, 1991; Bowling, 
1990). Thus, while it would have been difficult to control for all these variables within 
the present study, this has, in effect, taken place. Any differences found between the 
three groups of participants cannot be attributed to differences in health status, 
disability or financial circumstances.
However, ageing was found to be related to the secondary variables (hypothesis 3 a) 
which implies that although there is no difference between the groups on these 
variables, the finding that they are (almost) all related to ageing suggests that it is 
useful to have a “control” for them. As discussed in the introduction, other studies 
have failed to consider the impact of factors such as disability levels on the concepts 
under investigation. It is therefore useful that the present study has determined that 
although these factors do relate to the concept of ageing, they cannot be considered 
the (sole) reason for the differences between the groups.
There was no significant difference found between the three participant groups on the 
measure of successful ageing (hypothesis la), suggesting that this questionnaire 
assesses something different to mental health or similar constructs. This is supported 
by the smaller (although still significant) correlations between scores on the successful 
ageing questionnaire and the other primary variables (hypothesis 3c). This finding 
suggests that while there is some association between the successful ageing 
questionnaire and other more established measures, there is a slightly different concept 
(or concepts) which is being identified than the one that underlies mental health, self- 
esteem and morale/adjustment.
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Nonetheless, it can be concluded that strategies for successful ageing are related to 
mental health, self-esteem and ageing. People who considered strategies more 
important have higher levels of mental health and self-esteem, and were better adjusted 
to ageing. However, unlike in the previous analyses, these differences cannot be 
explained in terms of life events, as there was no significant relationship between life 
events and strategies for successful ageing. Therefore, it appears that while the 
strategies for successful ageing questionnaire is related to mental health and similar 
constructs, it measures something slightly different, and it is independent of the life 
events people have experienced.
Figure 2 outlines a revision of the model included in the Introduction (Figure 1). It is 
hypothesised that strategies for successful ageing may have beneficial effects on self­
esteem (perhaps by increasing a person’s sense of agency over their difficulties) which 
in turn has positive effects on morale, adjustment to ageing and depression. It is 
possible that there may be additional benefits, such as resilience when faced with 
negative life events, if the use of the strategies can be adopted. Within this model, 
negative life events are conceptualised as the trigger for the development of 
depression, and this has negative effects on self-esteem, ageing and use of strategies 
for successful ageing, perhaps due to reduced problem-solving abilities.
The current model proposes that the use of strategies for successful ageing may be 
protective against depression, due to beneficial effects on self-esteem and ageing. It 
should be noted that the model below is speculative at this stage, as the design of the 
present study does not permit comments to be made relating to the direction of 
causality in relationships between variables.
210
Final Year Research (Discussion)
Negative Life Events
Health
Agemg: 
Morale/Adjustment
Depression
■j- + Self-Esteem
*' Disability
/  Social Support ’
+ +
Strategies for 
^Successful Ageing
o Primary variables +± Positive effect
Secondary variables —  Negative effect
Figure 2: A revised model of the possible relationships between variables 
included in the present study
There are however, some limitations to the present study which are outlined in the 
following section, and there follows a consideration of future directions for research 
and the clinical implications of the findings of the present study.
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LIMITATIONS OF THE STUDY 
Statistical properties of the measures
Some of the measures used in the current study were not widely known, and therefore 
have not been used in many large scale studies to determine their reliability and 
validity. As such, they may be somewhat less robust than more widely available 
measures. However, most of the measures were designed specifically for use with 
older adults and therefore should avoid some of the difficulties associated with using 
measures designed for younger people with older adults (e.g. Gilleard et a l, 1981). In 
addition, due to time and resource constraints, and the ethical considerations of 
involving older people in lengthy interviews for research purposes, there was a need 
for brief measures in the present study.
Inter-correlations of the measures
As can be seen from the report of the correlation coefficients, many of the measures 
were highly correlated with each other. This is particularly the case with the ageing 
measure, the self-esteem measure and the mental health measures. This raises the 
argument that these measures may in fact be surrogate mental health measures (i.e. 
measures that are simply measuring different components of the same concept). This is 
a difficult criticism to counter, and previous researchers have found it difficult to 
disentangle such concepts (Sauer and Warland, 1982). However, there were measures 
used in the present study (e.g. life events measure, strategies for successful ageing) 
which although they were significantly correlated with other measures had much 
smaller correlation coefficients, suggesting that the degree of overlap between the 
underlying concepts had been minimised.
Response bias
The data were collected by face-to-face interview carried out by a young researcher. It 
is possible that there may be a response bias in the data, with participants answering 
questions in a more positive light because, for example, they felt this is what the 
interviewer was expecting. This may have been reduced if questionnaires had been 
administered for completion, rather than using verbal responses. However, due to 
higher incidences of sensory and motor problems in older people, and because older
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respondents often do not answer some types of questions (Shmotkin, 1992) it was 
decided that more complete data would be obtained in a face-to-face interview.
Small sample size
Although small numbers of people participated in the present study, there did not seem 
to be an effect on power, which generally increases with sample size (Pett, 1997). 
There was sufficient power in the statistical tests to detect significant differences 
between the groups. However, small sample sizes are more likely to be non-normally 
distributed, and this was an issue for the present study. Non-parametric statistics had 
to be used, which while more conservative, precluded the use of multi-variate 
statistics. This meant that it was not possible to carry out the planned regression 
analysis to determine which factors were most predictive of successful ageing. Further 
to this, small samples can cause difficulties because any findings may not generalise as 
small samples are less likely to resemble the population under study. Nonetheless, it is 
likely that the pseudo-random selection of participants for this study, and the similarity 
between the groups on descriptive and secondary variables means that the samples 
were relatively unbiased.
Direction of causality
It is not possible to tell the direction of causality from the design of the present study. 
Although it can be concluded from the results that strategies for successful ageing are 
related to mental health, self-esteem and ageing, it is not possible to determine what is 
responsible for these effects. For example, although higher scores on the strategies for 
successful ageing questionnaire were associated with lower levels of depression, it 
cannot be concluded that use of such strategies protects people from depression in 
older age. It may be, for instance, that people who have lower levels of depression are 
more able to use problem-solving skills and be creative and flexible in their thinking, 
and therefore are more able to consider alternative strategies to help combat the effects 
of ageing. Long-term prospective studies which measure use of strategies as people get 
older and their concurrent mental health should facilitate an investigation of whether 
successful ageing strategies prevent the onset of depression. This will be useful to 
clarify whether the mechanisms hypothesised in the model are in operation during 
ageing.
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FUTURE DIRECTIONS
Future studies should attempt to address the limitations of the present one. It might be 
useful to use measures which are more established, although difficulties in using 
measures which are standardised with younger populations with older adults should be 
considered (Gilleard et a l, 1981). Further research which clarifies exactly what is 
assessed by the measures used in the present study, and further clarity of the concepts 
would be invaluable. Future studies should ensure that the measures used are not 
investigating the same underlying concepts. Longitudinal studies would be useful to 
identify directions of causality. Recruiting larger numbers of participants to any future 
studies would enable the use of multivariate statistics. This would then permit 
comments to be made concerning which of factors are most predictive of successful 
ageing.
Following these alterations, this study could extend the concepts currently explored. 
Further investigation is needed to explore the overlap between morale, adjustment to 
ageing, self-esteem and mental health. Further conceptual work needs to be carried out 
to clarify the similarities and differences between these concepts. Until this has been 
completed, there will continue to be a lack of clarity in this area, and a continuation of 
the overlapping of measures (Sauer and Warland, 1982). It is likely that each of these 
dimensions has an influence on each other, and is similar in nature, but nonetheless, 
future experimental work needs to be carried out to attempt to disentangle what is 
meant by each of the concepts.
Although this study indicates that there are associations between the use of strategies 
such as selection, optimisation and compensation and mental health and self-esteem, 
the design of the current study did not permit the direction of effects to be determined. 
It is not clear whether the use of such strategies is in some way protective of mental 
health, perhaps by bolstering a sense of efficacy and self-esteem, or whether the 
absence of mental health problems makes it more possible for people to use strategies 
of successful ageing. Longitudinal and prospective studies of people as they age, and 
before they develop mental health problems could help to clarify this.
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In addition, it would be interesting to examine the use of strategies such as selection, 
optimisation and compensation over time. Ageing can be considered from a lifespan 
perspective and Schulz and Heckhausen (1996) have argued strongly that this 
perspective is the only appropriate way to consider successful ageing. It is therefore 
possible that the strategies that Baltes and Baltes (1990) identified as being paramount 
to successful ageing may be equally as useful at eighteen as at eighty. It would be 
useful to investigate the potential benefits of using such strategies at earlier points in 
the lifespan.
Finally, given that there seem to be some benefits to using strategies of successful 
ageing, in terms of mental health and self-esteem, it would be useful to utilise such 
strategies to structure therapeutic interventions. It may be possible to use the 
questionnaire as a pre- and post-therapy measure, and it may be helpful to teach the 
use of such strategies to people who do not use them currently, in order to help them 
become more resilient to the effects of ageing. It would be interesting to see whether 
people are able to adopt the strategies, and adapt their thinking, and to investigate 
whether this has concurrent benefits on their mental health, self-esteem, and general 
attitude to ageing.
IMPLICATIONS FOR CLINICAL PRACTICE
The present study has several implications for current clinical practice which can be 
drawn upon regardless of the limitations of the study and the outcome of future 
research. Firstly, the present study contains a positive message for the members of the 
two teams who took part. The results of the present study imply that their current 
practice is effective. When people are initially referred to the team, they are fairly 
distressed and present with high levels of depression and anxiety. However, after a 
period of involvement with the team, their levels of anxiety fall so that they are no 
different from control participants, and the degree of depression decreases as they 
continue to be seen by team members. Although there is clearly no control in the 
present study for spontaneous remission, and a variety of factors outside the 
therapeutic work of the team may be responsible for the improvement (e.g. medication, 
increased access to social services benefits, non-specific treatment effects), the results
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are nonetheless encouraging. It is also worth noting that the comments made to the 
researcher by participants about members of the team were all positive in their nature.
Secondly, an important implication for current clinical practice is the apparent benefits 
to mental health of being prepared to use strategies such as selection, compensation 
and adaptation. It may be that it is not the strategies per se that help with mental 
health, self-esteem and ageing, but rather the realisation that such strategies now need 
to be used. It seems that it would be useful if team members were made aware of these 
strategies and their association with mental health and self-esteem. This would then 
enable them to help older clients to problem-solve, and put the strategies for successful 
ageing into operation. Although such interventions have yet to be experimentally 
evaluated, this is a role for future research (see previous section).
Finally, the relation of strategies for successful ageing to self-esteem may be important 
for clinical practice. Although the direction of the relationship is not yet known, it may 
be that interventions that bolster the self-esteem of clients may be instrumental in 
helping them to use strategies for successful ageing. This may particularly be the case if 
increased self-esteem gives people a higher sense of agency over their current 
difficulties and a belief that the situation can be changed or helps people to accept the 
things which cannot be changed.
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Appendix 1 - Socio-Demographic Interview
1. Demographic Information
Age
Education
Years since retirement 
Marital Status
Gender M /F  
Occupation
Any work after retiring Y /N  
Number of Children
2.
Alone?
Living Conditions
Sheltered Accommodation? Y /N
Y /N Rural? Y /N
Years in current residence
3. Perceived Social Support
When I feel lonely, there are several people I can talk to 
(Definitely true/Slightly True/Not sure/Slightly False/Definitely false)
I often meet or talk with family or friends
(Definitely true/Slightly True/Not sure/Slightly False/Definitely false)
If I were sick, I could easily find someone to help me with my daily chores 
(Definitely true/Slightly True/Not sure/Slightly False/Definitely false)
When I need suggestions on how to deal with a personal problem, I know someone I 
can turn to (Definitely true/Slightly True/Not sure/Slightly False/Definitely false)
If I had to go away for a few weeks, it would be difficult to find someone to look after 
my house for me (Definitely true/Slightly True/Not sure/Slightly False/Definitely false)
There is at least one person I know whose advice I really trust 
(Definitely true/Slightly True/Not sure/Slightly False/Definitely false)
4. Financial situation
How satisfied are you with your present financial situation 
(Completely/Very/Somewhat/Not Very/Not at all satisfied)
How difficult is it for you to meet the monthly payments on your bills 
(Not at all/Slightly/Somewhat/Very/Extremely Difficult)
In general, how do your finances usually work out at the end of the month 
(Some money left over/Just enough money/Not enough money)
5. Physical Health
How is your health generally at the moment?
Level of disability (Very disabled / moderately disabled / slightly disabled / not 
disabled)
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Appendix 2 - Philadelphia Center Geriatric Morale Scale
1. Little things bother me more this year
2. I sometimes worry so much that I can’t sleep
3. I have a lot to be sad about
4. I am afraid of a lot of things
5. I get mad more than I used to
6. Life is hard for me most of the time
7. I take things hard
8. I get upset easily
9. Things keep getting worse as I get older
10. I have as much pep as I had last year
11. Little things bother me more this year
12. As you get older, things are better/worse than I thought they would be
13. I sometimes feel that life isn’t worth living
14. I am as happy now as when I was younger
15. How much do you feel lonely?
16. I see enough of my friends and relatives
17. I sometimes feel that life isn’t worth living
18. Life is hard for me much of the time
19. How satisfied are you with your life today
20. I have a lot to be sad about
21. People had it better in the old days
22. A person has to live for today and not worry about tomorrow
- Adjustment to Ageing Scale
1. I feel just miserable most of the time (Agree/Disagree).
2. I am perfectly satisfied with my health.
3. I never felt better in my life.
4. My health is beginning to be a real burden to me.
5. I never dreamed I could be as lonely as I am now.
6. I have all the good friends anyone could wish.
7. I have no one to talk to about personal things.
8. I no longer do anything that is of real use to other people.
9. All my needs are taken care of.
10.1 am just as happy now as when I was younger.
223
Final Year Research (Appendix 3)
Appendix 3 - The Geriatric Scale of Recent Life Events
Directions: Please place a tick mark next to each event listed below which you have 
personally experienced in the past 3 years.
1. Minor Illness
2. Loss of Hearing/Vision
3. Difficulty Walking
4. Sexual Difficulty
5. Divorce
6. Separation
7. Family Member HI
8. Gain New Family Member
9. Death of a Close Friend
10. Change Number of Family Get- 
Togethers
11. Personal Achievement of Family 
Member
12. Relinquish Financial Responsibility
13. Financial Difficulty
14. Change Residence
15. Sell Major Possessions
16. Personal Achievement
17. Reduce Recreation
18. Spouse Unfaithfijl
19. Loss of Valuable Object
20. Child Married
21. Taking Large Loan
22. Minor Legal Violation
23. Trouble with Neighbours
24. Trouble with Social Security
25. Age Discrimination
26. Major Illness
27. Change in Sleep Habits
28. Change in Eating Habits
29. Death of Spouse
30. Marriage
31. Marital Reconciliation
32. More Arguments with Spouse
33. Fewer Arguments with Spouse
34. Death of a Family Member
35. Improvement in Family Member’s 
Health
36. Trouble with Children
37. Victim of Crime
38. Improvement of Financial State
39. Retirement
40. Less Church Activity
41. More Church Activity
42. More Recreation
43. Travel (Taking a Holiday)
44. Stop Driving
45. Go to Prison
46. Grandchild Married
47. Move to Home for the Aged
48. Friends and Family Turn Away
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Appendix 4 - SAD scale
1. ’Recently I have worried about every little thing (None/A little/A lot/Unbearably).
2. Recently I have been so miserable, I have had difficulty with my sleep.
3. ^Recently I have been breathless or had a pounding of my heart.
4. ’Recently I have beerrso “worked up” that I couldn’t sit still.
5. Recently I have been depressed without knowing why.
6. Recently I have gone to bed not caring if I never woke up.
7. ’Recently, for no good reason, I have had feelings of panic.
8. Recently I have been so low in spirits that I have sat for ages doing absolutely 
nothing.
9. ’Recently I have had a pain or tense feeling in my neck or head.
10. Recently the future has seemed hopeless.
11. ’Recently worrying has kept me awake at night.
12. Recently I have lost interest in just about everything.
13. ’Recently I have been so anxious that I couldn’t make up my mind about the 
simplest thing.
14. Recently I have been so depressed that I thought of doing away with myself 
(’Anxiety items)
- Southampton Self-Esteem Scale
1. I feel useful / 1 feel useless
2. I get little enjoyment out of life / 1 get much enjoyment out of life
3. lam  still capable of doing quite a lot / 1 am quite helpless
4. I have no aim left in my life / 1 have a clear aim in my life
5. I am of importance to others / 1 don’t count any more
6. I am rather unsure of myself / 1 have confidence in myself
7. I am as bright and alert as ever / 1 have become rather foolish
8. I have little hope for the future / 1 look to the future with confidence
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Appendix 5 - Strategies for Successful Ageing
How much do you agree with each of the following?
1. Now that I am older, I concentrate on things I know I can do well 
(Strongly agree/agree/not sure/disagree/strongly disagree)
2. When I cannot do something I used to be able to do, I try to find a way round it 
(Strongly agree/agree/not sure/disagree/strongly disagree)
3. What I expect to get from life has changed from when I was younger 
(Strongly agree/agree/not sure/disagree/strongly disagree)
4. I want to be able to do the things I used to do when I was younger 
(Strongly agree/agree/not sure/disagree/strongly disagree)
5. I try to use aids to help me with my age-related difficulties 
(Strongly agree/agree/not sure/disagree/strongly disagree)
6. As I get older, I think it is important to keep my mind active 
(Strongly agree/agree/not sure/disagree/strongly disagree)
7. I do not think that exercise and diet are as important when you are older 
(Strongly agree/agree/not sure/disagree/strongly disagree)
8. It is difficult for me to find solutions to the problems that I have 
(Strongly agree/agree/not sure/disagree/strongly disagree)
9. I think it is a good idea to get more help from others as I get older 
(Strongly agree/agree/not sure/disagree/strongly disagree)
10. Now that I am older, I try to make the best use of the abilities I still have 
(Strongly agree/agree/not sure/disagree/strongly disagree)
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Appendix 6 - Mini Mental State Examination
Score
1. What day of the week is it? 1
2. What is the date today? 3
3. What is the season? 1
4. Can you tell me where we are now? What country are we in? 1
5. What is the name of this town? 1
6. What are two main streets nearby? 1
7. What floor of the building are we on? 1
8. What is the name of this place? 1
9. “I am going to give you a piece of paper. When I do, take the paper in 3 
your right hand. Fold the paper in half with both hands and put the paper
in your lap.”
10. Show a pencil and ask what it is called 1
11. Show a wristwatch and ask what it is called 1
12. C<I am going to say something and I would like you to repeat it after 1
me (NO IFS ANDS OR BUTS)”
13. Please read what is written here and do as it says (Close your eyes)
14. ‘Write a complete sentence on this sheet of paper”
15. “Here is a drawing. Please copy the drawing”
16. “I am going to name three objects. After I have finished saying all 
three I want you to repeat them. Remember what they are because I am 
going to ask you to name them again in a few minutes”
(APPLE; TABLE; PENNY)
17. “Now I would like you to take 7 away from 100. Now take 7 away 
from the number you get. Now keep subtracting until I tell you to stop.” 
(93, 86, 79, 72, 65)
18. What were the three objects I asked you to repeat a little while ago?
3
1
1
1
5
3
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Appendix 7 - Participant Information
(i) GP Letter
Dear Dr.,
Re: Patient Name. Date of Birth 
Patient Address
We would like to include your patient in a research project that is currently being 
carried out in the Community Mental Health Team for the Elderly.
Participants will be asked to take part in an interview which will last a maximum of 
one hour. This interview will include questions about demographic and social 
information. In addition, questionnaires measuring successful ageing and 
psychological variables (e.g. mental health, self-esteem, coping) will be 
administered. The attached patient information sheet gives further information 
about this study.
This study will provide useful information about the factors associated with successful 
ageing. Analysis of these factors and comparisons between patients and control 
volunteers should enable us to better understand the needs of the patients, especially 
with respect to the ageing process.
If you have any objections to your patient being included in the study, please could 
you contact the Community Mental Health Team within seven days from the date of 
this letter.
Yours sincerely
Louise Paque
Clinical Psychologist in Training
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(ii) Participant Letter
Extn 3519
Dear Mr/Mrs/Miss,
I am writing to ask if you would like to take part in a study for people who 
are being seen by the Community Team for the Elderly at the moment. 
Please find enclosed an information sheet which tells you about the study.
If you would like to take part, I will contact you in the next couple of 
weeks to arrange a time to come and see you. If you do not want to take 
part, please return the form at the bottom of this letter to the above 
address, and I will not contact you.
If you would like to speak to me about the project before I call you, please 
telephone me on the above number.
Yours sincerely
Louise Paque
Clinical Psychologist in Training
Nam e:______
Date of Birth:
I do not wish to take part in the research project “Successful Ageing.”
Please return to Louise Paque, Guildford CMHTE, Famham Road 
Hospital, Guildford, GU2 5LX if you do not wish to be contacted about 
the above study.
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(iii) Information Sheet
WEST SURREY HEALTH AUTHORITY 
INFORMATION SHEET 
Title of Study: “Successful Ageing”
What is this study about?
We are interested in what people think about getting older. We will be 
talking to 80 people who are aged 65 and above. We want to compare 
people who use mental health services with those who do not, to see how 
they are similar and different from each other.
What will happen during the study?
You will speak to a psychologist in training for about an hour. You will be 
asked some questions about yourself, and will fill in a few forms about 
how you feel. There are no right or wrong answers: we are just interested 
in how people find growing older.
How is the study useful?
This study will help us to find out how people cope with ageing. By 
volunteering to take part, you will help us work out what we can do to 
make ageing easier. Although you may not directly benefit from this, we 
hope your answers will help other people like you in the future.
What happens if I say “No”?
Participation in the study is voluntary. Your future care will not be affected 
if you do not wish to take part. You may withdraw from the study at any 
time without giving any reasons.
What about confidentiality?
All the information you tell us will be strictly confidential and will not be 
made available to other people. Only authorised people will have access to 
this information.
If you have any concerns about this study, please contact:
Louise Paque, Department of Psychology, University o f Surrey, Guildford, 
Surrey, GU2 5XH (Telephone: 01483 259441) 
or
Dr Ajay Kapoor, Psychologist, Guildford CMHTE, Famham Road 
Hospital, Guildford, GU2 5LX (Telephone: 01483 443519)
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Appendix 8 - Correspondence relating to Ethics Committee Application
SOUTH WEST SURREY LOCAL RESEARCH ETHICS COMMITTEE
P o stg rad u a te  M edical C entre,
T he Royal S u rrey  C ounty  H ospital, Egerton R oad , 
G uildford , S urrey . GU2 5XX 
Tel: 01483 571122 ext. 4381 Fax: 01483 303691
C hairm an : D r. J . \Y. W rig h t Secretary: M rs. G. A. Russell
17th February 1998 
Our Ref: EC07/98
Ms. Louise Paque 
11 Sandfield Terrace 
Guildford 
GU I 4LN
Dear Ms. Paque,
R e: “ C orrela tes of Successful Ageing: A  C om parison of O lder Psychiatric  Service U sers 
w ith  N on-U sers”
Thank you for submitting the above protocol for the consideration o f  the Ethics Committee.
I am pleased to  inform you that the Committee raised no major ethical objections and 
approved the study subject to receipt o f written approval from Dr. Boothby and receipt o f  any 
amendments which you are currently discussing with the University. Perhaps you could also 
confirm w hether you have actually submitted your proposal to the University Ethics 
Committee?
Yours sincerely,
Dr. J. W. W right,
Chairman, Ethics Committee
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Appendix 8 continued
SOUTH WEST SURREY LOCAL RESEARCH ETHICS COMMITTEE
P o stg rad u ate  M edical C entre,
T he Royal S u rrey  C ounty  H ospital, Egerton R oad ,
G uildford , S urrey . GU2 5XX 
Tel: 01483 571122 ext. 4381 Fax: 01483 303691
C h a irm an : D r. J . W . W rig h t S ecretary: M rs. G. A. R ussell ______
17th March 1998 
Our Ref: EC07/98
Ms. Louise Paque 
11 Sandfield Terrace 
Guildford 
GUI 4LN
D ear Ms. Paque,
Re: “ C orrela tes o f Successful Ageing: A C om parison of O lder P sych ia tric  Service U sers 
w ith N on-U sers”
Thank you for your letter with enclosures dated 12th M arch which arrived today I  am now 
happy to confirm that Chairman’s Action taken to approve the study w as ratified at the 
meeting held on 10th M arch subject only to receipt o f  the documents w hich you have now
supplied.
A FIease find attached a copy o f  the signed application form for your records. Should the start 
o f the study be delayed by more than one year from the date o f approval you should resubm it 
the protocol to  the Committee.
Please inform the Committee o f  any adverse effects to the subjects w hich may be related to 
taking part in the study.
The Committee requests that you provide a final report o f your study o r a copy o f any 
published paper.
Yours sincerely,
I f
Dr. J. W. W right,
Chairman, Ethics Committee
